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YOUR PATIENT IS IN NEED OF 
Vitamin B-Complex in a practical form 
PRESCRIBE 


VIBITON 


B. C. P. W. BRAND 
POTENT & PALATABLE 


VITAMIN B-COMPLEX 
useful in 


Vitamin deficiency resulting in symptoms of fatigue, 
anorexia and loss of weight, etc. 


VIBITON CONTAINS PER FLUID OUNCE : 
Viiamin B, (Thiamine Hydrochloride) 16.0 mg., Vitamin B, (Riboflavin) 4.0 mg., Vitamin B, 
(Pyridoxine) 2.0 mg., Vitamin B, 10.0 mcg., Cal. Pantothenate 12.0 mg., Choline Chloride 
60.0 mg., Methionine 250.0 mg., Nicotinamide 50.0 mg., Sodi Glycerophos 400.0 mg., Liver 
Extract (in terms of fresh liver) 80.0 G., Malt Extract qs. and Absolute Alcohol 15% v/v. 

25% extra quantities of Vitamin B, B,, B, and Nicotinamide are added to 
compensate loss due to storage. 


Available in 4 oz. phial & I Ib. bottle 
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THE WEIGHT OF THE EVIDENCE 


‘Sulphamezathine’ has been in 
use for more than 10 years 
during which time it has 
acquired a reputation for high 
potency, low general toxicity 
and a complete absence of 
harmful effects on the kidney. 


Today, most medical authorities regard ‘Sulphamezathine’ as the sulphonamide of 


choice for routine use 


‘“SULPHAMEZATHINE’ 


SULPHADIMIDINE B.P. 


Literature, packs and prices on request : 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LIMITED 
Calcutta Bombay Madras Kanpur New Delhi 
Ahmedabad Amritsar Cochin 


Sole Distributors in India for 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., MANCHESTER 


4 

\ 
J 

> 
rie 

ip 


November 16, 1955 


J. I. M. A. Advertiser j 


ORIGINAL ARTICLES 
|. Hurthel-Cell Tumours of the Thyroid 
—D. J. Reddy, M. Muniswamy, D. Bhaskhara 
Reddy and D. N. Appa Rao ove 
2. Helpful Experiences with Intestinal 
Obstruction—E. H. Evans and P. G. Vaidya 
3. The Incidence and Nature of Congenital 
Cardiac Anomaly in Mongols—S. C. Ghosh 
and M. L. Biswas ose 


REFRESHER COURSE 
1. Chronic Cor Pulmonate 
—Jyotsna Ranjan Chatterjee 
2. Treatment of Some Common Complications 
in Acute Fevers —K. L. Wigand 8. P. Malhotra... 


SPECIAL ARTICLE: 


Current Concepts of iron Metabolism with Special 
Reference to Iron Transport in Blood 


—S. C. Agarwal and Misra 


TABLE OF CONTENTS 


Page 


475 


CASE NOTE: 


Constriction Ring Dystocia in the Lower Uterine 


Segment—j. C. Chatterjee 


EDITORIAL : 
The Emphysema Heart ete 


CURRENT MEDICAL LITERATURE ove 


CURRENT TOPIC : 
Medical Services in the Republic of Ireland 


NOTES AND NEWS 
CORRESPONDENCE 
REVIEWS 


SUPPLEMENT : 
Viil Orissa State Medical Conference 
1. M. A. Questionnaire on Medical Education 
Branch Notes 


Page 


Tetracycline HC! Crystalline Lederie 


Six 1/8 oz. 


Administration 


The unsurpassed range of antibacterial 
- action of ACHROMYCIN, and its virtual 
freedom from tissue-irritating properties 
makes it the ideal antibiotic for 
the treatment of eye infections. 


ACHROMYCIN 


ACHROMYCIN is effective against many gram-negative and gram-positive 
bacteria, as well as rickettsial and viral infections. In addition, many eye 
infections of undetermined origin, or caused presumably by virus-like 
organisms, such as inclusion conjunctivitis, follicular conjunctivitis and herpes 
simplex, respond equally well to actinomycin Ointment ( Ophthalmic ). 


ACHROMYCIN Ointment (Ophthalmic) should be 
applied to the infected eye every 2 hours or oftener as the condition and 
Package : response indicate. Severe or stubborn infections may require treatment for 
many days or oral administration of acuromycm in addition to local 


(3.5 Gm. ) tubes. treatment. Mild infections may respond in as little as 48 hours, 


LEDERLE LABORATORIES (INDIA) LTO, 
©. 8, 1994, BOMBAY 1 
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The value of “‘ Dramamine "’ in the control 
of all forms of motion sickness is well 
established. More than this, however, it 

is now recognised that ‘* Dramamine "’ is 

’ most effective in the control of other 
labyrinthine disturbances, so that it is 
indicated in the treatment or prophylaxis of 
any condition of abnormal stimuli of the 
tissues including end organs (gastro-intestinal 
tract, eyes) and their neural pathways to 

the labyrinth, Side-effects of Dramamine 
are so slight that dosage may be continued 
over long periods if necessary. 


SEARLE 


Ethical Pharmaceuticals. 
since 1888 


6.0. SEARLE 


17, Manchester Street 
London, W.1. 


Telephone Welbech 1406. 


treatment or prophylaxis 


of 
Labyrinthine Disturbances 


SEARLE 


Dramamine 


Brand of dimenhydrinate 


Thus conditions in which *‘ Dramamine ’’ has 
been most effective include vertigo due to 
hypertension, fenestration procedures and 
labyrinthitis ; Meniére’s syndrome, irradiation 
sickness, and in the symptomatic control 

of nausea and vomiting due to pregnancy, 
electro-convulsive therapy, narcotisation 

and certain drugs (antibiotics, etc.). 


“* Dramamine '’ may be administered orally, 
or rectally. It is supplied as 50 mg. 
tablets, in bottles of 12, 36, 100 and 1,000 
and in cartons (10 strips of 10 tablets). 


Litergture on request 

*REGISTERED TRADE MARK 

The Fairdeal Corporation Limited 

Laxmi Building, 

Sir Pherozeshah Mehta Rd., Fort, Bombay 1 
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WHEN GLYCERIN IS INDICATED 


—askfor PYRAMID BRAND 


PYRAMID Brand Glycerin PYRAMID Brand is now 
conforms strictly to also available in the handy, 
B. P. Standards. And every 1b bottle fitted with a 
bottle, tin or drum comes to tamper-proof roll-on seal. 

= hygienically sealed, straight 


rom the factory. 


GLYCERIN BP 


Available in 1 lb botties; 7 lb tins; 
28 ib, 56 lb, 1 cwt, 5 cwt and 10 ewt drums, 


nore BY LEVER BROTHERS (INDIA) LTD., P. 0. BOX 409, BOMBAY, .. 
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flights a week to 


YOU now have a choice of 6 flights 2 week 
to London —all by Super-Constellation. 


Cairo: 4 flights a weck 
Geneva: 3 flights a week 
‘aris: flights a week 
Beirut: 2 
at Dusseldorf: 


‘Zurich: 1 flight a week 


Break journey at any stop en route 
without extra charge. 


The ‘Flying Rani’ leaves every Saturday. 
Super Express — only one stop at Cairo. 


AIR-INDIA 


Great Eastern Hotel, Calcuua Tel: 23-3314, 23-3315 & 23-3316 au 2071 
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BROMO-RAULFIN 


Manufactured by one of the pioneers of Rauwolfte 
research Bromo-Raulfin has been occupying an 
outstanding position among Rauwolfia preparations 
ever since that drug came to lime light in the 
thirties - and has contributed much to 
its development. 


it is screened from fully matured plants free of 
ali adulterants and contains all the active cons- 
tituents of the drug-—alkaloids, resin fraction 
and a laxative principle. Rigorous testing enables 
the manufacturers to guarantee standardisation 
@f the final product. 


Over a million and a hall patients have bees 
treated successiulty with Bromo-Rauifia with 
out « single complaiat so Gor. This & « 
wecord rarely achieved By any medicamest 


EASTERM CO. LTD. 
CALCUTTA. 27. 


All ALKALOIDS & RESIN FRACTION 
3¢ 
q 
| 
Each éram of Bromo-Rauifin contains 
Ajmaline os 
Almalicins 
Serpentine 
Sh) a J 
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HI-PRO FOR INFANT DIARRHEA 


In years gone by diarrheal diseases accounted for almost as many 
deaths among infants as all other causes combined.,* 


In the treatment of infantile diarrheas, medical experience and clinical 
studies have firmly established the following principles : 


1. Proteins are usually well absorbed. 
2. Fats are especially likely to escape absorption. 
3. Cochetetn eas be destroyed by bacterial action and the mineral 
metabolism disturbed. . 
HI-PRO POWDER : 
. Fluid balance must be maintained. APPROXIMATE WANALYSIS 
In the presence of diarrhea, fats are especially likely to escape absorp- “ 
tion, as much as 25 or 50°), being lost by way of the bowel. A considerable 
portion of ingested carbohydrate may be destroyed as a result of bacterial 
action, The loss may amount to over 50°/, of the intake. Proteins are well 
absorbed even in the presence of diarrhea, a Joss of more than 15%), of 
ingested protein being unusual.° 


The digestion of protein is little affected. The nitrogenous products of 
diarrheal stools show minor differences from those of normal stools. Fats 
carbohydrates, however, are markedly affected.’ Available in 1 


High fat (over 4°/,) is contraindicated and it is advisable to drop the _ tins at all pharmacies & stores. 
fat content to about 2°), in many cases. HIGH PROTEIN © LOW FAT 


Sole Agents:—-F, D. MEHTA & CO., 
12, Lindsay Street, CALCUTTA-16, 


NEW! 


DYSTRINDON 


THREE 
POWERFUL AMOEBICIDES 
IN ONE 


Dystrindon coated tablets contain: 
(1) Chloroquine Diphosphate 60 mg. THREE 


(2) Bismuth - Glycoly!-Aminopheny!- IN ONE 
Arsanilate 125 mg. DYSTRINDON 


(3) Di-iodohydroxyquinoline 210 mg. 


Manufactured by 


INDO-PHARMA 


PHARMACEUTICAL WORKS 
KOHINOOR ROAD BOMBAY i4 
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You get better Vitamin A 
absorption with 


Arovit Drops Roche 


For the improved 
treatment of 


Acne 

Middle ear deafness 
Ozena 

Premenstrual tension 
Sterility in the male 


Literature available on request from 
Voltas Limited P.O. Box 900, Bombey-! 


This new form of application (30 drops per cc) consists 
of a clear non-oily, non-alcoholic water-miscibie solution, 
containing 160,000 |. U. per cc (about 82 mg vitamin A 
palmitate). The drops are taken in tea, coffee, fruit juice, 
etc., where they emulsify easily. in order to avoid any 
aftertaste, the dose should be followed by a liquid 


F. Hoffmann-La Roche & Co. Ltd., Basie/Switzeriand 

Sole Distributors for india. draught. 

VOLTAS LIMITED 

» Cochin, Now Ranges. Packings: 7.5cc 60 co 
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NESTOMALT is malted milk in 
concentrated, powder form containing 
full cream milk, maked barley and 
wheat flour, with VITAMIN B, ADDED. 


es ; Literature available upon request from : 
. NESTLE’S PRODUCTS (INDIA) LIMITED. . 


P.O. BOX 396, CALCUTTA. P.O. BOX 315, 
BOMBAY. P.O. BOX 180, MADRAS, 
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‘ALL SULPHONAMIDES ARE NOT ALIKE 


S 


= High solubility in both 
acid and alkaline urine 


® High therapeutic blood levels 
a Low acetylation 


w Low toxicity 


Tablets Syrup 


* Regd. Trade Mark 


CIBA PHARMA LIMITED, P.O. BOX NO. 1123, BOMBAY 
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Procaine penicillin fortified with 
penicillin G sodium for aqueous 
injection. In rubber capped 


vials containing the equivalent 
of 400,000 units of penicillia, 


DIPROCIN 
A combination of two penicillins 
(procaine penicillin and 4 
penicillin G sodium) with 
dihydrostreptomycin sulphate, f 
BISTREPEN | 


A combination of two 
penicillins and two \ 
streptomycins : — procaine 
penicillin, penicillin G ; 
sodium, dihydrostreptomycin 
sulphate, and 
streptomycin sulphate. 


COSTRECIN 


A combination of dihydro- 
streptomycin sulphate 

and streptomycin sulphate, 
in equal proportion, 


CRYSTALLINE 
PENICILLIN G SODIUM 


Write for complete literature on Alembic Antibiotics. 


WR 
ALEMBIC CHEMICAL WORKS CO. LTD. BARODA- 3. “mK 
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There is no question - 
In coughs, whooping cough, 
bronchitis, influenza and colds take 


Cosome 


the palatable cough syrup 
for children and adults. 


It does not contain Ephedrine but 
the well tolerated Ephetonin 
which stimulates the circulation 
and relieves bronchial spasm. 


Even small doses give relief. 
Bottles of approx. 170 gm. 


Sole Agents in India: 

Capco Limited, 

E. Merck Department 

P.O. Box 1652 
DARMSTADT - GERMANY Fort, Bombay | 
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Not always an occasion for 
rejoicing — but your patients will 
be grateful if you use a Nettlefolds 
Needle. Look for the @» symbol 
— your guarantee of quality. 


y! 


Manufactured by: GUEST, KEEN, WILLIAMS, LTD. 
and distribuied by: NETTLEFOLDS OF INDIA LIMITED 
P.O. Box 1502, Bombay-!. Telephone 38367-4. 
Telegrams: “NETTLEPOLD”, Bombay. 


BECOX 


VITAMIC - B COMPLEX 


Contam per 


Pyridouineg im 
Nicownic Actd Amide .. 
Calcium 
Choline Hydrochhertde 
- 0 
Sodium 200 mgs 


THE SAWITEX CHEMICAL INDUSTRIES 


cy NEIT FOLD CMHYPOC 
A 
\ 
wear out the Human needs 
be reenergived by Vitamins regularty 


TRADE MARK 


A New Nasal Decongestant 


In the common cold and most forms of rhinitis, ‘Vasylox’ brand 
Solution of Methoxamine Hydrochloride relieves congestion rapidly 
and for long periods. Even in allergic patients, unresponsive to 
other nasal therapy, Its firm but gentle action frequently restores 
free breathing. It does not interfere with normal ciliary activity, 
nor cause stimulation of the central nervous system. Non-stinging 
and non-irritant, pleasant to use and of agreeable aroma, it can 
be recommended equally for infants, children and adults. 

*Vasylox’, which contains 0.25 per cent of methoxamine hydro 
chloride, is a stabilised isotonic solution. It Is supplied in bottles of 
4 fl. oz., each with an individual dropper. 


bras 


BURROUGHS WELLCOME & CO. (INDIA) LTD. 
PL. Box 29, BOMBAY 
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PHOSPHO- 
LECITHIN 


EVERYONE 
NEEDS A GOOD TONIC 


... to help dispel the effects of poor nutrition} 
debilitating disease, old age, stress and 
anziety, pregnancy and lactation - - - 

+++ to help restore vigor and improve nerve 
tone. 


Wampole’s Phospho-Lecithin supplies 
substances essential for the building and 
repaizing of nerves, bones, muscles, the 
braig and other tissues. It also imparts 

a mildly stimulating effect that is beneficial 
in gegaining proper nerve tone and in 
reestablishing emotional balance. 


Wampole’s Phospho-Lecithin is a readily 
assimilated, highly palatable tonic that does 
‘Rot cause digestive upset. 


ede in Canada by: 
'Y¥*K*WAMPOLE & CO. LIMITED 
Manufacturing Pharmacists » Perth, Ontario, Canada 


Selling Agents: 
Muller & Phipps (Asia) Ltd. 
One Park Ave., New York, U.S. A. 
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Therapy of the underlying causal condision — 
is no doubt the prime consideration. How- 
PAIN ever, when treatment of the basic disease 


. does not or cannot afford prompt relief, 
isa ‘ANACIN’ will often alleviate the distress © 
symptom... of pain and impart a sense of well-being. 

as la ANACIN’ is a non-toxic and clinically 
HEADACHE dependable preparation, specially 

TOOTHACHE formulated to provide a prolonged 

MUSCLE PAIN period of analgesia with a single dose 


RHEUMATISM 

NEURALGIA of of 2 tablets. 
NEURITIS Composition 
INFLUENZA Phenacetin 3 gr. Caffeineti4 gr 


ANALGESIC TABLETS 


Manufactured and Distributed by: 
GEOFFREY MANNERS & COMPANY LIMITED, BOMBAY 
Trademark Proprietors: 
WHITEHALL PHARMACAL COMPANY, NEW YORK, U.S.A. 


Advertiser 
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of 32 tablets and packets 
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* Trade Mark 


avi M. A. Advertiser 


PINOCIDE SYRUP 


No dieting, purging or enemas required. 


ADVANTAGES 
No side effects in normal doses. 
a 


Effective in both adults and children. 
Palatability ensures regular dosage. 


PAGKS Boslles of sh ‘Detailed lnerawre on request 


SMITH STANISTREET & CO.,LTD. 


CALCUTTA GOMBAY KANPUR PATNA GAUHATI NAGPUR 


FIGHT CRIPPLING ARTHRITIS 


 D’ORLAN 


MILK with COLLOIDAL GOLD 


for Non-specific Protein Therapy Each ampoule contains 
1C milligram of colloidal gold 


In Arthritis, Osteo-arthritis, Rheumatoid Arth- 
ritis and Arthritis Deformans; also in chronic 
inflammatory conditions, ¢.g. endometritis, 
cervicitis, salpingitis, ovaritis etc. 


Free from toxic effects af gold such os albuminuria, exfolictive 
dermatitis ete. 


DOSAGE : 

Should be regulated so as to produce a moderate reaction 
vide literoture 

Administration: by |. injection into che gluteal muscles 


Samples on request > 


STANDARD PHARMACEUTICAL WORKS LTD. 
CALCUTTA-—I4 
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NEW ADVANCE IN SKIN CARE 


INTRODUCING 


TOILET SOAP 


conTaininc ACTAMER 


BREEZE Toilet Soap is a mild, attractively perfumed 
soap possessing exceptional antiseptic and 
deodorant qualities. It contains Monsanto's new 
bacteriostat ACTAMER (2.2 thiobis, 
4.6 dichlorophenol). ACTAMER clings to the skin— 
it resists removal through washing with 
soap and water—and thus provides prolonged 
protection against bacteria. It even 
attacks bacteria resident on the skin, 
including the “gram positive cocci” said to 
cause secondary skin infections. BREEZE 
Toilet Soap with ACTAMER is non- 
irritant, non-toxic and 
harmless to the skin. Used 
regularly, it promotes 
a clearer, healthier 
complexion. 


BREEZE 


THE TOILET SOAP 


wits ACTAMER 


price 8 aNNAS 
(plus tocel taxes) 


BADE IN INDIA FOR ERASGMIC COD. LTO, 
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CURIX 
X-RAY FILM 


RAPID FILM 
DENTUS 


SCOPIX FILM 


Rapid Speed 
Specially hardened for tropical temperatures. 


Yellow fog-resistant to developer-even if exhausted 


developing solution is used. 

The remarkable contrast and sharp definition render 

clarity and highest diagnostic 
ue. 


Specially made for dental radiography. 

il. 

Light blue base. Safety film. 

This film is packed in saliva resistant and flexible 

covering with lead protection against secondary 

radiation. 

Specially red for photographing image on 

fluorescent X-Ray screens. 

High Speed film manufactured on safety base. 

Thickness 13/100 mm and 19/100 mm. 

images in full detail. Two types of 

this are available. 

G-for Green fluorescent screen. 

B-for Blue fluorescent screen. 


Miied Photographics hinted” 


BOMBAY ~ CALCUTTA MADRAS ~NEW 
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effective topical therapy in allergic dermatoses 
with one-tenth the concentration of hydrocortisone 


NEW TOPICAL OINTMENT 


FLUDROCORTONE 


ACETATE 


10 times greater potency —skin disorders are relieved by 
one-tenth the concentrations required by hydrocortisone, the 
parent compound, 


dramatic therapeutic response—lesions begin to clear 
almost immediately, edema subsides and itching is relieved; 
often effective where other agents have failed. 


indications —allergic dermatoses of atopic, contact or non- 
specific origin, as well as nonspecific pruritus. 


supplied—as a cosmetically acceptable ointment in two con- 
centrations: 0.25% and 0.1% in 5 Gm. collapsible tubes. 


THE TRADEMART OF MERCK CO., INC FOR ITS BRAND OF FLUOROCORTIBONE. 
MERCK-SHARP & DOHME INTERNATIONAL 
DIVISION OF MERCK & CO. Inc 

161 AVENUE OF THE AMERICAS, NEW YORK 13, N. Y., U.S. A. 


MARTIN & HARRIS Ltd. 


Distributor for MERCK & CO.., Inc. 
161, Avenue of the Americas, New York 13, N. Y., U. S. A. 
Offices in CALCUTTA, BOMBAY, MADRAS, DELHI, RANGOON. 
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CALRON 


Iron-Glycerophosphates-Vitamins, A. D. B. Complex 
in a palatable base. 


FOR 


® FATIGUE. ® CONVALESCENCE, 
® NERVOUS EXHAUSTIONS ® DURING PREGNANCY & 
® LOW GENERAL HEALTH ® LACTATION. 


Each Fi. Oz, contains :— 


Vit. 18,000 I. U, 
Vit. cove 3,000 |. U, 
Vit. 10 mg. 
Vit. 6 mg. 

Vit, = one 10 meg, 
Vit. C 250 mg. 
Sodium Hypophosphite dies aie 44 gr. 
Calcium Hypophosphite ne 44 gr. 
Syrup, Flavourings, etc. Q. S. 


For further particulars, please write to :— 


East India Pharmaceutical Works Ltd. 


BOMBAY~14. CALCUTTA~26. MADRAS-1. 
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HURTHEL-CELL TUMOURS OF THE THYROID 


D. J. REDDY, M. MUNISWAMY, 
D. BHASKHARA REDDY, anv D. N. APPA RAO, 


Departments of Pathology, Guntur and Andhra Medical Colleges. 


Adenomatous goitres of the thyroid are fre- cult to evaluate from the published reports since 
quently encountered by the clinician. Hurthel- some have reported them under adenoma while 
cell adenoma or its malignant variant is a less others have included them under carcinoma. Many 
common neoplasm of the thyroid and a preopera- view these growths as malignant and in the 
tive diagnosis of the same is rarely made. The manual of tumour nomenclature edited in 1951 
pathologist not infrequently finds ‘Hurthel cells’ they are designated as ‘Hurthel-cell carcinoma’. 
composing exclusively an adenoma or a carci- Goldenberg (1953) observed that Hurthel-cell 
noma and sometimes as clusters of cells in normal tumours formed 4'5 per cent of the solitary adeno- 
thyroid itself. These tumours continue to excite mata in 1330 thyroid biopsies while Chesky et al 
interest to the medical profession from varied view (1951) reported 5 per cent incidence. Incidence of 


points of aetiology, pathology and treatment. malignancy in these tumours is variable according 
to the published reports for Goldenberg (1953) re- 


The large cells with finely granular eosinophilic corded 30 per cent while Frazzel and Duffy (1951) 
cytoplasm that compose these tumours were origi- found 10 per cent incidence among the thyroid 
nally described by Baber (1881) although Ewing tumours reviewed by them. Horn (1954) observed 
(1928) credited Hurthel as the author of its original that in 61 Hurthel-cell tumours 34 were malig- 
description in designating them as ‘Hurthel-cell pant. ‘The variation in the incidence of malignant 
tumours’ for the simple reason that Hurthel (1894) Hurthel-cell tumours is probably attributable to 
demonstrated these cells in the thyroids of young the thoroughness exercised in screening the histo- 
dogs. The exact nature and significance of the logical sections, the number of sections screened, 
cells forming these tumours have still not trans- the criteria employed for grading of malignancy 
gressed the stage of theorization, although some and the follow-up of the operated cases. Analysis 
are of opinion that it is a cellular type of thyroid —4¢ the thyroid biopsies of the pathology depart- 
involution. ments of Madras and Andhra Medical Colleges is 


The exact incidence of this neoplasm is diffi- given in Table 1. 


TasLe 1—SHOWING AN ANALYSIS OF THE THYROID Bropsres OF MapRas AND ANDHRA Mepicat, 


== 


Ad Hurthel-cell Harthel-cell Lymphadenoid 
adenoma carcinoma goitre 


No. percent No. percent No. percent No. percent No. percent 


Andhra Medical College .. 97 84-3 0-87 86 6 5 
Madras Medical College 127 86 6 49 -- — 12 8 2 13 
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There is nothing characteristic about the gross 
pathology of these neoplasms and are often indis- 
tinguishable from benign adenomata. They are 
invariably encapsulated. The distinct cytology of 
the growth makes the pathologist recognise 
them as a distinct entity. The cytological picture 
is not always typical of malignancy and the spot- 
ting of venular invasion points to malignancy and 
not cell variation. The cells composing the tumour 
may be arranged in trabecular, alveolar, papillary 
or large follicular patterns. . 

The rarity of published reports of Hurthel-cell 
tumours in our country and their clinical import- 
ance offered incentive to record the clinico- 
pathological findings of three cases studied by us. 


Case Rerorts 


Case 1—N.R., aged 25, was admitted on 2-7-1954 in 
the Government General Hospital, Guntur, for dysmen- 
orrhoea for which dilatation and curetting were done. 
A circumscribed swelling was observed on the left 
half of the neck. No thyrotoxic symptoms were com- 
plained of by the patient. Adenoma of the thyroid 
was diagnosed. The tumour was enucleated on 
20-7-1954 by a collar incision under local anaesthesia. 
Postoperative period was uneventful. 


Morbid anatomy and histology [Biopsy No. 18/54)— 
Comma-shaped swelling. The circulo-ovoid tumour mass 
was weil defined aud sectioned surface was homogeneous, 
of whitish colour and capsulated (Pig. 1, vide Plate). 
Sections from multiple blocks revealed lobules made 
up of large cells with eosinophilic cytoplasm and dis- 
crete nucleus (Fig. 2, vide Plate). The pedicle of the 
tamour contained papillary adenoma (Pig. 3, vide Plate). 
Cytological evidence of malignancy was lacking in all 
the sections studied, The tumour tissue did not infiltrate 
the capsule or veins. 

Morbid anatomical diagnosis—Hurthel-cell adenoma. 

Case 2~M,, female, aged 27, was admitted into 
Sanjivi Clinic for lemon-sized tumour in the midline of 
the neck (Pig. 4, vide Plate). She had it since 4 years 
with fluctuations in the size of the tumour. 

No thyrotoxic symptoms were complained of by 
the patient. 

Clinical dlagnosis—Cystadenoma thyroid. 

Under basal and local anaesthesia enucleation of the 
growth was done. 

Morbid anatomy and histology [Biopsy No, 51/54)— 
Bits of the tumour tissue were only available for histo- 
logical study. Sections revealed typical Hurthel-cells 
arranged in alveolar pattern and in some places in cord 
like pattern. Clusters of these cells were seen in tiers 
around blood vessels, presenting a peritheliomatous 
pattern. Cytological evidence of malignancy was want- 
ing. 

Morbid anatomical diagnosis—Hurthel-cell tumour of 
the thyroid. 

Cast 3—G., male, aged 30, was admiitted in King 
George Hospital, Visakhapatnam on 21-12-1963 for a 
swelling in the neck of 2 years’ duration. This swell- 
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ing did not cause any disability. The skin was dry. 
The skin over the swelling was not adherent. The 
swelling was freely movable. Trachea was pushed to one 
side to a slight extent. Regional lymph nodes in the 
neck were not palpable. Pulse—78 per minute, B.P.— 
130/90 mm. of Hg., B.M.R.—1i! per cent, fractional test 
meal showed hyperacidity. 

Clinical diagnosis—Adenoma thyroid. 

On 19-1-1954 a large adenoma was removed from the 
left lobe of the thyroid. 

Morbid anatomy and histology (Biopsy No. 7976}]— 
Well circumscribed, smooth avascular tumour of 3 inches 
by 2 inches in size. Sectioned surface was of greyish 
white colour with spots of cystic degeneration. The 
mass was encapsulated (Fig. 5, vide Plate). Multiple sec- 
tions studied from several blocks gave varying cytological 
picture. In places the cells appeared to possess no 
features characteristic of malignancy and they were 
arranged in cord like pattern. Typical Hurthel-cells 
were seen arranged in alveolar pattern, each group of 
cells was separated from the other by thin connective 
tissue. These cells varied in size and were hyperchro- 
matic. Mitotic figures were not infrequent (Fig. 6, 
vide Plate). In places follicular arrangement of the cells 
were seen, the lumen in most places was devoid of 
colloid. The cells bordering the lumen were deeply 
stained (Fig. 7, vide plate). Massive zones of necrosis 
were observed. The cytological features seen in the 
sections bear indisputable evidence of malignancy. 

Morbid anatomical diagnosis—Hurthel-cell carcinoma. 


COMMENT 


The variation in incidence of Hurthel-cell 
tumours observed in the Madras and Andhra 
Medical Colleges is in a large measure due to the 
personal factor of the pathologist screening the 
sections. All the three cases were pre-operatively 
recognised as adenoma and the true Hurthel-cell 
nature of the neoplasms was disclosed only on 
biopsy examination. The last case showed indis- 
putable evidence of malignancy, though malig- 
nancy could never have been recognised clinically. 
This should warrant the surgeon to submit every 
operated material of thyroid for biopsy examina- 
tion. Follow up of all cases reported by the patho- 
logist ‘“‘Hurthel-cell adenoma or carcinoma” is 
most essential and desirable since no one could 
predict with any degree of certainty when the 
adenoma could acquire aggressive qualities and the 
tumour either would recur or set distant meta- 
stases at a future date. Though there is a definite 
tendency for the surgeon and the pathologist to 
include all tumours of the Hurthel-cell type under 
carcinoma, we feel that we cannot but retain the 
terms adenoma and carcinoma as long as one 
observes the cytological features of either. We 
can only hint to the surgeon that Hurthel-cell 
adenomata are to be deemed potentially malig- 
nant. 
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Fig. 7 (Case 3)—Photomicrograph illustrating follicular pattern of the cells. Many of 
the cells are hyperchromatic, (H. & BE. x 60 
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SUMMARY 


Literature regarding Hurthel-cell tumours of 
the thyroid is briefly reviewed. 

Clinicopathological findings in two cases of 
adenoma and one case of carcinoma of Hurthel- 
cell type are recorded, Stress is laid on the neces- 
sity for postoperative follow up of these cases since 
a considerable percentage of the tumours reported 
adenoma at any time may acquite malignant 
features. 

There is still a need to retain the terms adenoma 
and carcinoma to tumours of Hurthel-cell type. 
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HELPFUL EXPERIENCES WITH 
INTESTINAL OBSTRUCTION 


E. H. EVANS, F.A.c.s., 
Miraj 
AND 
P. G. VAIDYA, 


Nagpur. 


Intestinal obstruction is possibly the commonest 
cause of acute abdomen seen in India, It is re- 
ported that in Massachusetts General Hospital 
the frequency, considering all other surgical cases, 
is only 0°85 per cent. However, it is much more 
frequent than that, in Miraj. In fact, it is seldom 
that we do not have at least one case in the wards. 
Probably it is as frequent an emergency in India, 
as acute appendicitis is in Western countries. 
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While taking the patients’ history, the only 
precipitating factor that we have been frequently 
able to elicit is that bowel stoppage followed an 
extra-large meal—perhaps a wedding feast—where 
many Jondhla bhakar (jowar breads) had been 
consumed, With a history of bowel stoppage, a 
careful physical examination, including digital 
examination of the rectum is of course a prime 
requisite. One or more enemas should be given 
no matter what may be said regarding previous 
enemas. When the enemas are not productive, a 
silent, tender and tense abdomen, with or without 
visible peristalsis, clinches the diagnosis and the 
patient should be prepared, mentally and physi- 
cally, for operation. On opening the abdomen, we 
frequently find adhesions, caused by tuberculous 
peritonitis or constrictions due to tuberculous 
enteritis. Adhesions also result apparently from 
enteric fever, pelvic disease and appendicitis. 
Occasionally they follow intestinal perforation by 
Ascaris lumbricoides, 

For many years one of the authors (2.H.E.) 
has been deeply concerned with this problem, 
since quite a number of such cases have fallen to 
his lot to treat. The immediate impetus, how- 
ever, came from a statement by Anderson (1954) 
of Ahmednagar, that the over-all mortality . for 
intestinal obstruction cases treated by him over a 
period of five years, was 31 per cent. (2) Like a 
number of others who heard this statement, I 
thought, ‘Surely that is a higher percentage of 
mortality than ours!'’ At any rate, we decided 
to study our records. The present study is that 
of. all of the cases of intestinal obstruction treated 
by all of the surgeons operating at the Miraj 
Medical Centre during the period January 1, 1940 
to October 31, 1954. To illustrate this briefly and 
graphically, three tables of figures have been pre- 
pared, 

Table 1 shows that strangulated hernias are 
by far the greatest single cause of obstruction ; 
113 out of a total of 431. Next in order comes 
volvulus, accounting for 16 per cent of our cases. 
Usually there are many cases of volvulus in any 
series of bowel obstruction cases, sometimes as high 
as 60 per cent (Anderson, 1950). Adhesions, bands, 
kinks and constrictions have been lumped into one 
class since not infrequently an obstruction is caused 
by one or a combination of these and it is im- 
possible to determine with certainty which are the 
more important factors. Imperforate anus cases 
have been recorded since Ist January 1950, There 
were 14 male and 4 female babies, a total of 18 
cases. Of these 12 were cured and 4 died or were 
discharged unimproved. For 2 cases no result was 
recorded. For the 16 cases then, where a result 
was recorded, there is a record of 12 recoveries or 
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Taste 1—SmOWING VARIOUS CAUSES OF OBSTRUCTION 


Number of p . 
er cen 


Hernias : Strangulated and incarcerated 113 

Adhesions & 
Bands and kinks hi 19 92 
Constriction (including T.B.) ... 14 

Perforation 

Intussusception 

Diverticula 

Other causes 

Not determined 


Total 
Cases of imperforate anus 
(Since Ist Jan. 1950) 


2—SuHowine Sex anp AGe GRouPs 


Number of 


Age in years sien Per cent 


10 
20 
30 
40 
50 
60 


Vemales 


Total 


Taste 3— SHOWING THE NUMBER OF CASES AND THE R&SULTS 
ov TREATMENT DURING THe Taree DirreRENt 
FIVE-YEAR PERIODS 


1940 -1944 . 176 78 17 10 71 
(44:29%) (915%) (567%) (40-39%) 

15190490 ., 139 75 15 2 47 
(53°96%) (10°89%) (143%) (33-81%) 

1950-1954 .,. 116 60 16 6 
(End of October) (51'72%) (13°79%) (517%) (29-32%) 


recovery in 75 per cent of this small series. Other 
causes, lumbricoides, perforation, intussusception, 
diverticula, ete., are noted in diminishing per- 
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centages. The large figure, eighty one (81), in 
the category of ‘‘cause not determined’ is partly 
because of the number of cases whose condition was 
too poor for operation. It is also, partly it must 
be admitted, a silent commentary on the incom- 
pleteness of the records. 

Table 2 shows frequency by age and sex groups. 
The greatest frequency is in the age groups 
between 20 to 50 years—A disease of early life. 
Males cofistitute 79 per cent and females 21 per 
cent. Just why there should be such a great pre- 
dominance of males, it is difficult to say, although 
Anderson (1954) feels, the broader female pelvis 
may be an important factor. 

Table 3 shows the number of cases in the three 
different five year periods and the result of the 
treatment of these cases. The number of cases, 
for some unknown reason, have markedly dimi- 
nished in the last 15 years, being 176 in the first 
five year period, 139 for the second and 116 in the 
last—a diminution of approximately 33 per cent. 
For this reason, the apparent diminution of deaths 
from 71 to 34 or approximately 50 per cent is not 
authentic, as it at first appears to be. Actually 
our total number of in-patients has diminished 6°6 
per cent in the same period. Let us look at the 
percentages : 

Table 3 also shows the percentages for the same 
series of cases (176, 139 and 116). The percentages 
for ‘‘Cured’’ cases improved from 44°29 per cent 
in the first five year period to 51°72 per cent in 
the most recent period. It should be explained 
that when a patient was discharged ‘‘Improved’’ 
he was likely not fully recovered. He might re- 
turn to the Out-Patient Department for some days 
for ‘‘tonic’’ treatment or for dressings to an incom- 
pletely healed wound. The category of ‘Un- 
improved’ cases includes those who were too weak 
for operation or those whose condition was for 
other reasons deteriorating and whose relatives 
chose to take them home before death. Therefore, 
to actually give a cleaner picture of results, we 
think it would be desirable to combine the per- 
centages for ‘‘Cured’’ and ‘‘Improved’’ cases. 
This would give a total of 53°94 per cent for those 
which could properly be considered ‘‘Recovered’’ 
cases in the first five year period and 65°57 per cent 
for the last five year period. 

It is also to be noted that the percentage of 
deaths decreased from 40°39 per cent in the first 
period to 29°32 per cent in the most recent one. 
This means that mortality rates decreased over a 
15 year period by 27°40 per cent. 

* Our figure of 29°32 per cent mortality is slightly 
less than Anderson’s 31 per cent and is for 
approximately the same years 1950-54. The diffe- 
rence, however, we feel to be insignificant. The 
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fact remains that intestinal obstruction is a very 
serious condition in spite of all the aids modern 
science has given us. 

What are the causes of this increase in re- 
covery and decrease in mortality rates? In a paper 
of this kind, the briefest of resumes is all that 
space will permit. First should be mentioned the 
restoration of the balance of fluids and electrolytes 
by the intravenous infusion of glucose and saline, 
which, of course is far superior to the older methods 
of proctoclysis and hypodermoclysis (Conn, 1950). 
Second, we would mention the passage of the duo- 
denal tube or the Miller-Abbott tube. This and 
intravenous infusion is started immediately on ad- 
mission. A tube of one of these types is connected 
with a gravity suction apparatus of the Wangen- 
steen type (Wangensteen, 1949) and often results 
in a prompt and almost dramatic lessening of upper 
abdominal distension. In the rare case the lessen- 
ing of abdominal tension actually effects a removal 
of the cause of the obstruction and the patient, after 
a short time, passes gas and faeces by rectum. 
While such a result is most gratifying, we have 
learned not to delay operation in the hope that 
this may occur, but to operate as soon as the 
patient has attained an optimum pre-operative con- 
dition, usually after he has received between 500 
c.c. and 1000 c.c. of intravenous electrolyte and 
glucose, when his pulse is preferably below 120 
and his systolic blood pressure is at least 100. If 
it cannot be brought above 90, there is indeed a 
grave risk in operating, though, at times, we must 
operate with a systolic blood pressure of 90, realiz- 
ing that operation is the patient’s only hope. 

A haemoglobin determination is also taken, for 
a blood transfusion may be necessary. We also 
appreciate the hematocrit readings, since, not only 
fluids to combat dehydration, but a blood-volume- 
expander including plasma, may, on account of 
dehydration and blood concentration be more 
necessary than a blood transfusion (Elman, 1950). 

A pre-operative roentgenogram is helpful and 
often gives a striking step-ladder effect, especially 
in cases of volvulus of the small intestine. It is 
especially helpful when one suspects volvulus of 
the sigmoid colon. The x-ray appearance of the 
distended large bowel, with the patient in the erect 
position, is usually distinctive. In such cases the 
volvulus may possibly be reduced by a barium 
colon enema. Or, when it is obvious that there is 
no strangulation, the patient may be placed in the 
knee chest position and a sigmoidscope passed in 
the usual manner with a gentle ballooning of the 
gut by air pressure. The lumen must always be 
clearly in view of the advancing sigmoidoscope. 
Success in the use of this method is unfortunately 
attended by a sudden rush of faeces toward the 
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operator. But there is also the gratifying and rapid 
deflation of the abdomen. However, when the 
patient's condition is precarious or strangulation is 
suspected, and taking of the x-ray film might use 
up valuable time in the preoperative preparation, 
we feel it is better to omit it. Usually we must 
open the abdomen anyhow and the maximum point 
of tenderness is usually a good indicator of where 
the incision should be made. Usually also, the 
exact nature of the cause of obstruction cannot 
be determined by any means other than by laparo- 
tomy, with inspection and palpation of the abdo- 
minal contents. At that time one chooses the 
appropriate method of treatment, which need not 
be detailed here. Two facts only might be stated : 
It is always gratifying to find an uncomplicated 
volvulus and to untwist it. Also after the obstruc- 
tion, whatever the cause, is relieved, and a rectal 
tube is inserted and intestinal contents flow out on 
the operating table, the ordinarily repugnant odour 
of faeces is most welcome. Where the peritoneal 
cavity has been soiled, it is most helpful, after 
aspirating the pus or faecal matter, to insert | gram 
of streptomycin and 4 to 5 lacs of penicillin, 
diluted with 20-30 c.c. of saline or distilled water. 
This is done through a catheter before closing the 
final stitch in the peritoneum. In such cases also 
we drain the abdomen by one or more cigarette 
drains. 


To conclude, the factors in lessening mortality 
and morbidity appear to be : 


1, Restoring fluid and electrolyte balance. 

2. Decompression of the intestinal tract above 
the obstruction. 

3. Blood transfusion or blood-volume expan- 

ders as may be necessary as determined by 

haemoglobin and hematocrit readings. 

Early operation. 

Penicillin, streptomycin and other antibio- 

tics, parenterally and also into the perito- 

neal cavity when advisable. 


We feel that spinal anaesthesia approaches the 
ideal form of anesthesia for these cases. 
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THE INCIDENCE AND NATURE OF 
CONGENITAL CARDIAC ANOMALY 
IN MONGOLS 


With a Case Report of Fallot’s Tetralogy in 
A Mongol 


8. C. GHOSH, m.8.8.s. (CAL.), 
AND 


M. L, BISWAS, (cAL.), M.R.c.s. (ENG.), 
M.R.C.P, (LOND.), D.C.H. (ENG.), 


Department of Paediatrics, Medical College Hospitals, 
Calcutta, 


The frequent association of congenital cardiac 
malformations in Mongols is well recognised, and 
the figure of incidence has been cited by different 
authors from time to time. Thompson (1920) found 
heart lesions in 20 per cent of Mongolian idiots ; 
Thursfield and Scott (1913) found heart disease in 
16 per cent, Spuhler (1929) in 25 per cent, Cassel 
(1917) in 12°7 per cent and Edelhaus (1932) in 21 
per cent, 

Evans (1950) collected from the Great Ormond 
Street Hospital autopsy records of 28 congenital 
cardiacs in 63 Mongols—an incidence of 44'8 per 
cent, 

Single or more case reports of Mongols with 
congenital cardiac anomaly have been cited by 
various authors. To mention a few: Gibson and 
Clifton (1938), Schleussing (1925), Gunn and 
Dickmann (1927), Robson (1931), Meecker et al 
(1935), Robinson (1941), Lightner (1939). Of these 
authors Robinson (loc. cit) while reviewing litera- 
ture of the cases who had persistent atrioventri- 
cular communis as the congenital cardiac anomaly, 
found a total of 39 cases with that anomaly and 
of these more than 50 per cent were Mongols. 
Robinson's review included cases reported earlier 
by Morgan and Sprenkel (1936), Wolf and Levin- 
son (1939), Mannheimer (1949), and Leech (1935). 
Leech (loc, cit.) reported 6 cases with congenital 
cardiac anomaly at the John Hopkins. Silvy (1934) 
reported 55 cases of Mongols with congenital car- 
diac anomally. 

Clinically the congenital cardiac malformations 
in children in general is significantly lower than 
those noted in Mongols. Brown (1950) collected 
the data of the incidence from the figures quoted 
by White (1931). It appears that between 1-2 
per cent of the cases of organic heart disease are 
of congenital origin. It is now widely expressed 
that with the continued advances in the methods 
of the diagnosis of the heart diseases the percentage 
might be slightly higher. 


The nature of cardiac anomaly in Mongols— 
The reported anomalies have been widely different 
and as to the commonest nature of the anomalies 
in the Mongols, opinion is sharply divided. Potter 
(1952) while commenting on the nature of the 
cardiac anomalies in Mongolian idiots notes that 
‘although various malformations have been describ- 
ed the far more commonly observed than any other 
is a persistent atrioventricular ostium’. This mal- 
formation in her opinion is limited exclusively to 
the Mongolian idiots and has been designated 
popularly by various authors as the ‘Mongolian 
heart’. 

Abbott (1927) observes that ‘the commonest 
cardiac anomaly in Mongolian idiocy is a defect of 
the. interauricular septum, especially ostium 
primum’. But she actually wrote that in Mongols 
the defect ‘in our experience is not infrequently of 
this type’ (Abbott, 1924). 

Robson (loc. cit.) reported a case with persistent 
atrioventricular communis associated with a defect 
in the base of the interventricular septum and 
ostium primum. 

Meecker and Goetsch (quoted by Yannet, 1950) 
describe independently examples of cases with per- 
sistent atrioventricular communis. Gunn and Dick- 
mann (loc. cit.) report three cases with congenital 
cardiac anomalies ; one had defect of atrial septum 
with numerous perforations in the atrial septum, 
patent foramen ovale, defect of the upper part 
of the ventricular septum, persistence of a common 
atrioventricular ostium and abnormal development 
of the atrioventricular valves with extensive hyper- 
trophy and dilatation of the heart ; another with 
atrial septal defect with patent foramen ovale, 
defect of the upper part of the ventricular septum, 
common atrioventricular valves and patent ductus 
arteriosus and the third had the following lesions : 
common atrium and completely divided ventricles 
and imperfectly formed tricuspid valves—cor trilo- 
culare biventriculosum. Of the 7 cases of Gibson 
and Clifton (loc. cit.) the following lesions were 
present: persistent ostium primum with defect of 
the interventricular septum—one case, Fallot’s 
tetralogy—two cases, ventricular septal defect— 
one case and patent ductus arteriosus—two cases. 

Robinson (loc. cit.) while reviewing literature 
on the reports of the cases with persistent atrioven- 
tricular ostium states, ‘‘the total of cases reported 
to date is 39 and over half of these cases had mongo- 
lian features.’’ He added to this series his observed 
case of persistent atrioventricular ostium in a 
Mongol. 

Silvy (loc. cit.) notes maladie de Roger in 61 
per cent of 55 Mongols with heart disease. 

From the above discussion one might easily get 
the impression that persistent atrioventricular com- 
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munis is the usual or even the characterstic cardiac 
anomaly of the Mongols, inspite of the description 
of cases with other types of congenital cardiac ano- 
malies by Levinson and Wolf (loc. cit.), Mannhei- 
mer (loc. cit.), Silvy (loc. cit.) ete. 

Yannet (1950) states that the interventricular 
septal defect is the commonest cardiac lesion in 
Mongols. 

Leech (loc. cit) described 6 cases with congeni- 
tal cardiac anomalies in Mongols. Only one had 
common atrioventricular communis but also had 
patent foramen ovale and anomalies of great vessels 
in addition. 

The nature of the cardiac anomalies in the 28 
cases reported by Evans (loc. cit.) is shown in 
Table 1. 


TaBLe 1—CarpDIac ABNORMALITIES FouND IN 28 MoncGots 


Without 


With 
patent patient 
ductus ductus 

arteriosus arteriosus 
Large atrial septal defect, type 
uncertain bes 5 
Persistent ostium primum 1 
Persistent ostium primum and 
secundum Ai 


Absent auricular septum 
Persistent atrioventricularis com- 
munis qu 3 1 
Large atrial septal defect and 
ventricular septal defect (mem- 


branous) 1 2 
Ventricular septal defect (mem- 

branous 6, more extensive  - 6 1 
Patent ductus arteriosus 
Pulmonary infundibular stenosis 


Pulmonary artery stenosis, atrial 
Fallot’s tetralogy (1 with atrial 
septal defect) we 
Aberrant right subclavian artery — 


N 
| 


Surprisingly enough the so-called Mongolian 
cardiopathy—persistent atrioventricular communis 
was detected only in 4 cases i.e. 14°2 per cent, On 
the evidence produced by these cases and the cases 
reported by Leech (loc. cit.) persistent atrioventri- 
cular communis does not appear to be the typical 
congenital cardiac anomaly in Mongols for it was 
detected only in 5 cases of total 34, much lower 
than 20 per cent. In Evan’s (loc. cit.) opinion 
‘application of law of probability’ of Taussig (1947) 
leads to the conclusion that ‘if a Mongolian idiot 
has a congenital malformation of the heart which 
superficially resembles 4 ventricular septal defect 


CARDIAC ANOMALY IN MONGOLS—GHOSH AND BISWAS 473 


and there is no cyanosis, the probability is that he 
actually has ventricular septal defect although he 
may have less common persistent atrioventricular 
communis.”’ 

It will not be out of place to compare the nature 
of the anomalies in Mongolian cardiacs with ana- 
tomical anomalies of the congenital lesions in 
children in general. It will, on the other hand, add 
a flavour of embryological importance and might 
throw light from the precise nature and time of 
arrest processes (as is thought to be the cause of 
congenital cardiac anomaly in Mongols) leading to 
the malformations of the heart, on the factors 
which are responsible for the production of the 
subject itself—Mongolian idiot. 


Evans (loc, cit.) compared the anomalies of the 
Mongolian cardiacs with that of the 50 non-Mongol 
children having congenital cardiac lesions autop- 
sied in the same period in the Great Ormond Street 
Hospital. Among the individual lesions in the 
latter group it is noted that persistent atrioventri- 
cular communis was absent, thus it appears that 
this lesion is less rare in Mongols than in the non- 
Mongols. Auricular septal defect in general is 
remarkably common in Mongols. Ventricular 
septal defects and patent ductus arteriosus are not 
so common as in non-Mongols. On the other hand, 
truncus arteriosus, transposition of great vessels and 
coarctation of aorta are rather unusual in Mongols 
(excluding the case of transposition of great vessels 
reported by Mannheimer (loc. cit.) 

The most clear-cut difference between the lesions 
in the two series is the absence of defects due to 
malformations of the bulbus cordis (except Fallot's 
tetralogy) in the Mongols and of the common atrio- 
ventricular ostium in the non-Mongols. 

Table 2 compares the individual anomalies 
of the two series according to the frequency rate 
Evans (loc. cit.). 

‘The common atrioventricular canal is divided 
and the ostium primum is closed by about 41st day 
of intrauterine life, the interventricular foramen 
closes by about 47th day (Hamilton et al, 1949), 
the second torsion of the bulbus occurs between the 
fifth and the eighth weeks (Brown, 1950) so that 
exaggerated torsion may occur after the 56th day ; 
the ductus arteriosus closes after the birth’ (Evans, 
1950). 

While the cardiac anomalies are analysed in 
Mongols with the above stated landmarks of the 
embryology of heart it would appear that the basic 
developmental defects in Mongols occur very early 
in foetal life. 

The case described here is a Mongol with 
Fallot’s tetralogy, 
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Tame 2—InpIvipual ANOMALIE6 OccuRRING 2 on More 

TIMES IN THR HEARTS OF 28 MONGOLS, OR 4 OR Mone Times 

in 50 Patients witm Concentta Heart Disease wHo 
WERE NOT MONGOLS. 


Mongol Non-Mongol 


No. % 


Auricular septum, all 
defects ove 
Auricular septum, ostium 
primum or secundum 
without persistent atrio- 
ventricular communis 
Persistent atrioventricular 
communis 
Ventricular 
defects 
Ventricular septum, absent 
or nearly so ot 
Ventricular septum, mem- 
branous defect without 
persistent atrioventri- 
cular communis 
Patent ductus arteriosus ... 
Truncus arteriosus 
Pulmonary stenosis 
Coaractation of aorta 
Transposition of aorta and 
pulmonary artery 


septum—all 


Case Rerort 


S, a male, aged 5 years was admitted on 8-1-53 in 
the paediatrics wing of the Medical College Hospitals, 
Caleutta, for diarrhoea, Past history revealed nothing 
significant. He is the fifth child of the sibsib of 7 
children of which others are more or less healthy. 
Mother was 30 and the father 37 at the time of the 
birth of the bahy. There was no history of eruptive 
fevers or any uterine troubles, ¢.g., gestational haemor- 
rhage or threatened abortion during the pregnancy. 
Parents were apparently healthy. 

The baby recovered from the attack of diarrhoea 
within 5 days after admission into the hospital. 

On examination he appeared to be inert, apathetic 
to his surroundings, preferred to remain undisturbed, 
He passed his time constantly in an aimless desultory 
manner and did not grumble for anything. Growth of 
the baby was remarkably retarded and the body weight 
on admission was 16 Ib. 7 oz. Facies had obvious mon- 
goloid features and the head was brachycephalic. The 
nasal bridge was flat, the tongue big and fissured and 
relatively bigger than the small mouth cavity. The 
teeth were abnormally aligned. Dyspnoea was a pro- 
minent feature and present even at rest. Cyanosis was 
very marked and history revealed that the baby was 
‘bine’ since birth, The baby preferred to remain in the 
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squatting posture whole day and even slept in this 
posture at times. He had not learned to stand and walk 
or speak. The hands were ‘podgy’ with short and 
squant fingers. The littie fingers of both hands were 
incurved and did not reach the last interphalangeal joint 
of the ring fingers. The skin of the hands was re- 
markably coarse with prominent transverse wrinkles on 
the palm. The classical ‘penrose triangles’ were noted 
in both palms. A big cleft was present between the 
great toe and the other toes of the feet. Clubbing of 
the fingers and of the toes were very marked. 

The apex beat was in the 4th left intercostal space 
on the midclavicular line, slapping in nature. A sys- 
tolic thrill was felt at the base of the heart along the 
left border of sternum and a harsh systolic murmur in 
the same position as that of the thrill was noted; which 
was conducted towards the mitral area but not trans- 
mitted towards the vessels of the neck. It was heard 
best in the recumbent posture. Pulmonary second 
sound was weak and the aortic second sound was lond. 
X-ray (Fig. 1, vide Plate) showed Coeuer en sabot, no 
fullness in the region of the pulmonary conus, the upper 
portion of the left border of the cardiac silhouette in con- 
trast to the normal convexity was concave, great vessels 
shadow narrow and the aortic shadow normal, L.O.A. 
view (Fig. 2): Right ventricle enlarged, aorta far for- 
ward from the spine and the pulmonary windows abnor- 
mally clear, R.O.A. view: left auricular enlargement 
and pulmonary conus fullness are not noted. Lung 
fields were abnormally clear oligaemic. The hilar shadow 
was increased but no expansile pulsations were visible 
on screening. The electrocardiogram showed: Right 
axis deviation with a heart rate of 96 per minute and 
sinus arrhythmia. Right ventricular hypertrophy and 
auricular enlargement. 

Liver was 3 fingers enlarged, soft and not tender and 
spleen was 2% fingers, soft and not tender. 

The findings of the general examination and the car- 
diovascular system indicated strongly that it was a case 
of mongolism with Fallot’s tetralogy. The patient died 
in the hospital following an attack of high fever and 
haemorrhage from the different sites probably of sub- 
acute bacterial endocarditis. No post-mortem was done. 


SUMMARY 


Incidence of cardiac anomalies in Mongols has 
been cited and the same has been compared with 
that of the children in general. Both clinical and 
post-mortem data have been cited. The nature 
of the congenital anomalies has been analysed and 
compared in both groups and the commonest lesion 
in mongolism has been put forward. A case 
with Fallot’s tetralogy in the Mongol has been des- 
cribed as this lesion is very rarely noted in them 
in the literature. 
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REFRESHER COURSE 


CHRONIC COR PULMONALE 
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Hony. Junior Visiting Physician, 
N. R. Sircar Medical Coilege and Hospitals, 
Calcutta. 


The term cor pulmonale is not so familiar to 
every general practitioner as other types of heart 
disease are. 

_ ‘The heart and the lungs are organs which are 
very intimately connected... The lungs stand as a 
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link between the right and left sides of the heart 
and as such, they should be physiologically con- 
sidered part and parcel of the cardiovascular 
apparatus. Those cardiac disorders which result 
from the diseases of the lungs or pulmonary vessels 
are known as cor pulmonale or pulmonary heart 
disease. In chronic cor pulmonale, the main 
changes in the heart are enlargement of the right 
ventricle with or without failure due to some 
chronic disease of the lungs or pulmonary vessels. 

The lesions in the lungs or pulmonary vessels 
must be fairly extensive before they can affect the 
heart. 

The causes of chronic cor pulmonale are many. 
Whatever may be the aetiology, one factor exists 
in every case of chronic cor pulmonale namely, the 
presence of some degree of pulmonary hyperten- 
sion. Before going into the causes, it will not be 
out of place, therefore, to discuss briefly the physio- 
logy of pulmonary circulation and the factors that 
may influence the pulmonary arterial pressure. 
The normal pulmonary arterial pressure is about 
S/D—22/8 mm. of Hg. The pulmonary capillary 
pressure is 5 mm. of Hg. The normal rate of pul- 
monary blood flow is about 5 litres per minute. 

There are four factors which may increase the 
pulmonary arterial pressure, pulmonary vascular 
bed, rate of pulmonary blood flow, alveolar oxygen 
tension and left atrial pressure. 


If there is reduction of or obstruction to the 
total cross section of pulmonary vascular bed, then 
there may be pulmonary hypertension. But the 
reduction or obstruction must be of a severe degree 
—at least two-thirds of the pulmonary vascular bed 
must be obstructed or reduced before, it can by 
itself cause any increase of pulmonary arterial 
pressure at rest. When one main pulmonary 
artery is ligated as during pneumonectomy there 
is no rise of pulmonary arterial pressure. 


Pulmonary blood pressure does not rise in 
normal subjects unless the rate of pulmonary blood 
flow is increased about three-fold, Lowering of 
oxygen tension in the alveoli causes reflex pul- 
monary hypertension by vasoconstriction. 


Wlien pressure in the left atrium rises as a 
result of mitral stenosis or left ventricular failure, 
there is passive rise of pulmonaty arterial 
pressure. 

Of the four factors mentioned above, changes 
in left atrial pressure do not play any part in 
causing pulmonary hypertension in chronic cor pul- 
itionale, but the other thre¢, namely, reduction 
of or obstruction to the pulinonary Vascular bed, 
increased rate of pulmonary Blood flow and 
lowering of alveolar oxygen tension’ either sing 
or in combination play a vety impdértdtit ‘part in 
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causing pulmonary hypertension and right heart 
strain in chronic cor pulmonale. 

The causes of chronic cor pulmonale can be 
classified on an anatomical basis : 


1. ALTERATIONS OF PULMONARY VESSELS : 
(a) Main pulmonary arteries 
i. Pressure of aortic aneurysm, or a new growth, 
ii. Gumma, 
(b) Pulmonary arterioles 
i. Primary—spasm, arteriosclerosis. 
ii, Obliteration by periarteritis nodosa, bilharzia 
ova, recurrent carcinomatous and other emboli, 
Buerger’s disense etc. 


2. ALTERATIONS OF LUNG PARENCHYMA : 
(a) Secondary emphysema 

i. Chronic bronchitis 
ii, Bronchial asthma 
iii, Pneumoconiosis 
iv. Chronic fibroid phthisis 
v. Bronchiectasis 
vi. Miscellaneous 


Commonest 
cause, 


(b) Primary emphysema. 


3. ALTeRATIONS or THORACIC : 
(a) Kyphoscoliosis 
(b) Thoracoplasty. 


Of the above causes, diseases of the pulmonary 
vessels produce chronic cor pulmonale by produc- 
ing progressive severe pulmonary hypertension and 
the lung parenchyma is normal in these cases. 
Clinically, they may be called pulmonary hyper- 
tensive heart disease. In diseases of the lung 
parenchyma, the pulmonary vessels are seldom 
grossly affected, and ordinarily pulmonary hyper- 
tension is not severe. In these cases, anoxia plays 
a very important part in producing pulmonary 
hypertension which is usually slight or moderate. 
But precipitation of acute anoxia may raise the 
pulmonary pressure to a degree which may be 
severe enough to produce right ventricular failure. 
As anoxia plays the predominant part in this type 
of chronic cor pulmonale, it may be clinically 
called pulmonary anoxic heart disease. In kypho- 
scoliosis and thoracoplasty, the main change in 
the lungs is emphysema and the cardiac changes 
are secondary to it. 


PULMONARY Hypertensive Heart Disease 


As already mentioned, diseases of pulmonary 
vessels producing progressive, severe pulmonary 
hypertension and finally pure right-sided congestive 
cardiac failure are the characteristics of this type 
of heart disease. In some cases the aetiology of 
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the severe pulmonary hypertension is not due to 
any known pathological conditions and these are 
called idiopathic or primary pulmonary hyperten- 
sion. As these cases produce classical uncompli- 
cated examples of pulmonary hypertensive heart 
disease, they require special mention. 

Cause—The actual cause is not known, It is 
more common in women, and though it may occur 
at all ages, the common age incidence is between 
20 to W years, 


Pathology—The pathological changes are simi- 
lar to that of systemic hypertensive heart disease, 
but here instead of affection of the left ventricle 
and systemic vessels, the right ventricle and the 
pulmonary vessels are affected. ‘There is intimal 
thickening of pulmonary arterioles and small! 
arteries with atheromatous changes in the big pul- 
monary arteries. The right ventricle is hypertro- 
phied and dilated and when failure sets in the 
right atrium is also enlarged. Such changes are 
the result of continued severe pulmonary hyper- 
tension as in some cases there is very little ab- 
normal in the pulmonary vessels, just as we may 
see healthy systemic arteries in some cases of sys- 
temic hypertension. The pulmonary hyperten- 
sion is probably due to spasm of the pulmonary 
arterioles, the cause of which is not yet known. 
The lung parenchyma is healthy and so are the 
left ventricle and the left atrium. 


Pathological physiology—The lung volume is 
normal and so is the vital capacity. The pulmo- 
nary arterial pressure is much increased and may 
exceed the systemic pressure on exertion. The 
pulmonary capillary pressure is normal, but the 
arteriolar resistance is much increased. ‘The car- 
diac output is low and is maximum at rest. With 
exercise the output is not increased. The arterial 
oxygen tension is not diminished unless conges- 
tive failure is advanced, when it may drop to 80 
to 90 per cent. The arteriovenous oxygen dif- 
ference is increased, 


Symptoms—Symptoms do not appear unless 
the disease is fairly advanced. Dyspnoea, palpi- 
tation, fatigue, anginal pain and syncope are the 
chief symptoms which at first occur only on 
exertion, the patient being comfortable at rest. 
Gradually the patient is uncomfortable even at 
rest, but orthopnoea, paroxysmal dyspnoea. and 
haemoptysis do not occur, 


Signs—Certain signs appear due mostly to the 
low cardiac output. The patient is cyanosed, the 
cyanosis being of the peripheral type. Extre- 
mities are cold, pulse small, blood pressure low, 
pulse pressure small, conspicuous ‘a’ waves in 


neck veins are characteristic. 
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The cardiac impulse is diffuse. Systolic lifting 
of the 3rd left intercostal space is visible and 
palpable and the pulsations of the pulmonary 
artery may also be seen and felt in the 2nd left 
intercostal space. The forcible closure of the pul- 
monary valves may be felt as a diastolic thud. 
There is no thrill anywhere in the precordium. 
The pulmonary 2nd sound is high-pitched. A pre- 
systolic gallop is heard in the epigastrium below 
the xiphisternum or in the 4th intercostal space 
just to the left of the sternum. 

The rhythm of the heart is usually normal, 
rarely auricular fibrillation or flutter may occur in 
the late stages. The lungs are dry and show 
neither emphysema or any other abnomality, The 
liver is enlarged tender and pulsatile, 

E. C. G. shows tall but not much wide P wave 
(P pulmonale) and evidence of right ventricular 
hypertrophy and strain. 

X-ray shows small aorta, enlarged pulmonary 
arteries and enlargement of right ventricle and 
right atrium. ‘The left atrium and left ventricle 
are normal and the peripheral lung fields are not 
congested. 

Prognosis—The disease is progressive and ulti- 
mately pure right-sided failure with low cardiac 
output appears. Death usually occurs within two 
years from the onset of symptoms. 

Treatment—Treatment is unsatisfactory, Oxy- 
gen inhalation is of no help. The usual drugs 
and measures employed for congestive cardiac 
failure are not very helpful when failure appears. 
Benrylindazoline hydrochloride and hexametho- 
nium group of drugs may be of some help in low- 
ering the pulmonary arterial pressure. Anti- 
thyroid drugs may help in prolonging life. 


PULMONARY ANOXIC HEART DISEASE 


Causes—As already mentioned, emphysema 
secondary to chronic bronchitis with or without 
asthma is the commonest cause of pulmonary 
anoxic heart diseases ; in fact this is the commonest 
cause of chronic cor pulmonale. 


Incidence—It is five times more common in 
men and 75 per cent.of cases are over 50 years 
of age. Five to 10 per cent of all organic heart 
diseases are due to pulmonary anoxic heart. 


Pathology—The lungs show changes character- 
istic of chronic bilateral hypertrophic emphysema 
with or without fibrosis, bronchiectasis or any 
other conditions which are responsible for pro- 
ducing the emphysema. The big pulmonary 
arteries show atheroma and the arterioles and 
small arteries intimal thickening. Some pulmo- 
nary capillaries are obliterated. ‘The right ven- 
tricle is enlarged and so also is the right atrium. 
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Pathological physiology—The vital capacity is 
reduced to 1°5 litres or below. The arterial oxy- 
gen tension is lowered to about 60 to 80 per cent 
and there is retention of CO, in blood due to de- 
ficiency of gaseous exchanges in the alveoli, 
Breathlessness is partly due to gaseous abnorma- 
lities. The minute volume of respiration is in- 
creased and the cardiac output is enhanced to 
about 5 to 8 litres per minute. Some polycythae- 
mia may occur, 

In mild emphysema, there is obliteration of a 
few pulmonary capillaries which is not sufficient 
enough to cause any rise of pulmonary arterial 
pressure at rest or on exercise, There is also 
slight disturbance in gaseous exchanges in the 
alveoli which is compensated by increasing the 
minute volume of respiration. With further pro- 
gress of the disease there is obliteration of more 
pulmonary capillaries and further lowering of 
alveolar oxygen tension leading to reduced arterial 
oxygen saturation, This anoxia tends to cause 
reflex pulmonary hypertension by vasoconstriction 
which is evidenced at first only on exercise. Fur- 
ther compensatory mechanisms come into play, the 
rate of pulmonary blood flow is increased by an 
increase of cardiac output and polycythaemia 
though not significant may occur, Under such 
circumstances, there are several factors which may 
cause pulmonary hypertension—reduction of pul- 
monary capillaries, anoxia, and increased pulmo- 
nary blood flow. Any one of these by itself is not 
severe enough to cause pulmonary hypertension, 
but all of them together may be sufficient enough 
to cause slight pulmonary hypertension at rest, 
and consequent enlargement of the right ventricle, 
When over and above, an acute infection such 
as acute bronchitis or bronchopneumonia super- 
venes or an attack of severe bronchospasm occurs 
there is precipitation of acute anoxia which causes 
reflexly severe pulmonary hypertension and che 
right ventricle may fail and congestive failure ap- 
pears. With adequate treatment of the infection or 
bronchospasm, the anoxia may lessen, pulmonary 
pressure may be lowered and congestive failure 
may disappear. 

Symptoms—The patient usually a male over 
40 years, complains of cough or asthma for many 
years, and dyspnoea on accustomed exertion 
which is gradually progressive for 1 to 2 years. 
He may suffer from attacks of tightness in the 
chest with dyspnoea but not of typical paroxys- 
mal cardiac dyspnoea or may complain of vague 
substernal discomfort but not of typical effort 
angina or he may consult his physician for oedema 
of legs which has developed recently. 

Signs—The patient may feel comfortable in 
propped up posture, but may not object to remain 
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flat; In fact, some may prefer a recumbent pos- 
ture as they feel more at ease in lying flat. This is 
due to the fact that in recumbent posture, the dia- 
phragm is pushed up and so in a case of emphy- 
sema, respiration is more easy as the diaphragm 
gets a better chance to act. In other types of 
congestive failure, a propped-up posture is nearly 
always preferred to that of recumbency. 

Geweral survey reveals that the patient is 
cyanotic, the cyanosis being of the central type. 
The neck veins are full during expiration, the 
extremities are warm, digital throbbing and capil- 
lary pulsation may be present. ‘There is some 
tachycardia ; clubbing of fingers may be present. 

Systemic examination reveals that the lungs 
are emphysematous. The heart is camouflaged 
by the expanded lungs. Cardiac impulse is usual- 
ly invisible and impalpable ; but epigastric pulsa- 
tidn may be seen. Cardiac dullness is obliterated. 
Heart sounds are feebly heard, the pulmonary 
second sound is feeble or inaudible. A right- 
sided presystolic gallop to the left of the sternum 
in the 4th space or below the xiphisternum may 
be heard. There is no niurmur, apparently it is a 
quiet heart. The liver may be just palpable, but 
not tender ad the hepatojugular reflux is negative. 

When congestive failure appears due to acute 
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infection or bronchospasm, neck veins become con- 
gested during expiration and inspiration, oedenia 
of the feet appears and liver is more enlarged and 
tender. The hepatojugular reflux is positive. 


Skiagrams show enlarged pulmonary arteries 
and enlargement of right ventricle and right 
atrium. Early enlargement of the pulmonary 
artery is best seen in the right anterior oblique 
view. In more advanced cases a fullness or con- 
vexity of the pulmonary bay may be seen in P.A. 
view with dilatation of the main branches of the 
pulmonary artery. Enlargement of the right ven- 
tricle may not be detected in P.A. view unless it 
is gross, due to the low position of the diaphragm 
and expanded condition of the lungs which make 
the cardiac shadow appear normal or even smaller. 
The lungs will show emphysema and associated 
pathological changes. 

E. C. G. will show pulmonale type of P wave 
and evidence of right ventricular hypertrophy and 
strain. 

Prognosis—Prognosis of pulmonary anoxic 
heart disease is bad. Once congestive failure de- 
velops, a fatal outcome. is usually expected within 
1 to2 years. Repeated attacks of congestive failure 
as seen in other types of heart diseases are not 
common, 


TABLE 1 


Emphysema with- 
out cor pulmonale 


Emphysema with cor 
pulmonale ; no failure 


Emphysema with cor 
pulmonale ; severe 
failure 


Emphysema with cor 


pulmonale; slight 


Congested neck veins 
on expiration only 


Pulse pressure Normal 


both on inspiration 
and expiration 


Large, slight water- 


+++ 
both on inspiration 
and expiration 


both on inspiration 
and expiration 


Large Small 


hammer type 


Just palpable, 
tender der 


Liver 


Hepatojngular Negative 
_ reflux 


Oecdema Nil Nil 


Venous pressure ... Normal High, 


Arm-lang circula- Normal 


tion time. 


Digitalis ete. 


Enlarged +, not ten- 


Negative 


normal or 
slightly raised 


Contraindicated 


Enlarged ++, ten- Enlarged +++, ten- 
der der 


Positive Positive 


Slight +4 


Definitely prolonged. 


Definitely raised 


Definitely prolonged 


Definitely indicated 


Slightly prolonged 


To be given cantious- 
ly, effect watched 
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Treatment—As already discussed, precipitation 
of congestive failure in pulmonary anoxic heart 
disease occurs due to supervention of acute 
bronchopulmonary infections or of spasm. Ade- 
quate treatment of such infections or broncho- 
spasm will delay the onset of congestive failure. 


When congestive failure has developed, here 
too, treatment of acute infection with penicillin 
or other antibiotics and chemicals, and treatment 
of bronchospasm with adrenaline, noradrenaline, 
aminophylline and antihistaminics as mecessary 
should be considered as the most important step 
for managing the failure. Morphine is dangerous 
in this condition and should never be given, if 
necessary, pethidine may be given instead. Oxy- 
gen therapy is beneficial, but continuous oxygen 
administration may be dangerous. In pulmonary 
anoxic heart disease, there is retention of CO, in 
blood along with anoxia. ‘The respiratory centre 
becomes rather hyposensitive to CO, in blood 
along with anoxia. Respiration is partly carried 
out due to the stimulus of hypoxia. If oxygen 
is administered continuously, the arterial oxygen 
tension will be restored to normal and the stimulus 
to respiration will be taken off. Respiration will 
be shallow and further retention of CO, in blood 
will produce CO, narcosis; the patient feels a 
sense of fullness in the head, he is disoriented, 
there is sweating, myoclonic movements appear, 
and ultimately he becomes unconscious though O, 
tension in arterial blood is over 90 per cent. This 
danger of continuous oxygen therapy should be 
remembered and oxygen should be administered 
intermittently. 

For management of congestive failure the 
usual drugs (digitalis, diuretics) and measures 
(salt restriction, venesection) are indicated though 
their effect is far less satisfactory in pulmonary 
anoxic heart disease. We should remember that 
in this type of heart disease, up to a certain level, 
a raised venous pressure is beneficial and com- 
pensatory and maintains a high cardiac output 
which is necessary under such circumstances. ‘The 


usual drugs and measures employed in congestive | 


failure reduce venous pressure, and if they are 
administered injudiciously in pulmonary. anoxic 
heart disease, they may lower the venous pressure 
to a level which instead of improving the circula- 
tion may actually make it worse. It is not always 
easy to decide at what stage of pulmonary anoxic 
heart disease, they should be adopted and no hard 


and fast rules can be laid down. Each case should, 


be judged on its own merits. Table 1, however, 
may be of some help to the general practitioner. 


The picture of anoxic pulmonary heart disease 
depicted above stands ‘true for the majority of 
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cases of emphysema heart. But there are a small 
group of cases which shows a different picture. 
In them, the predominant pathology is progres- 
sively severe pulmonary hypertension ultimately 
leading to congestive cardiac failure without any 
superimposition of acute infection or broncho- 
spasm. They show a picture with low cardiac 
output, mixed type of cyanosis, cold extremities, 
small pulse, low pulse pressure and giant venous 
‘a’ waves. X-ray changes are progressive and 
permanent and E. C. G. shows marked P pul- 
monale and right ventricular hypertrophy and 
strain. Within | to 2 years they end fatally with 
the development of congestive failure of the low 
output type. They resemble pulmonary hyper- 
tensive heart disease more than anoxic heart 
disease. It is difficult to say whether there are 
two types of pulmonary anoxic heart disease, 
one with high cardiac output and slight pulmo- 
nary hypertension which becomes severe only 
during acute infection or bronchospasm, and the 
other with gradual, progressive, severe, pulmo- 
nary hypertension with low cardiac output, or 
some cases of the first group due to some reasons 
ultimately pass into the second group or there are 
certain individuals who due to some physiological 
and anatomical peculiarities in their pulmonary 
circulation react differently in response to emphy- 
sema. 


TREATMENT OF SOME COMMON 
COMPLICATIONS IN ACUTE FEVERS 


K. L. WIG, (Lonp.), 
Professor of Medicine and Principal 
AND 
R. P. MALHOTRA, (Lonp.), 


Assistant Professor of Medicine, 
Medical College, Amritsar. 


During a febrile disturbance, events some- 
times move so swiftly that a complication may 
completely overwhelm a patient within a few 
hours and the physician may suddenly find him- 
self at his wits’ end to cope with the emergency. 
In a situation like this a physician who relies on 
his own clinical judgment and experience and 
makes balanced but bold decisions is likely to 
come to grips with the problem much more effec- 
tively than one who is inclined to be completely 
dependent on his laboratory colleagues. 

In the present communication we shall endea- 
vour to deal with the clinical assessment and 
management of some of the serious complications 
that commonly occur in acute fevers. 
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HYPERPYREXIA 


A patient is usually labelled to be suffer- 
ing from hyperpyrexia when his body tempe- 
rature rises above 105°F. (strictly 106°F.). In 
winter months a temperature of 105°F. may be 
tolerated but in summer months quick measures 
should be adopted once the temperature goes over 
103°F, as there is always a risk of hyperpyrexia 
supervening in such cases. In several parts of 
India, temperature during summer may range be- 
tween 110°-116°F., yet the body is able to main- 
tain normal temperature by sweating, as evapora- 
tion of the sweat cools the body. In summer, a 
patient may start a febrile disturbance with some 
infection such as malarial fever, with the tempe- 
rature rising very quickly to 105°F. or over. The 
sweating mechanism may get deranged and the 
patient may soon get into a state of hyperpyrexia. 
Whenever the body temperature reaches a level 
of 107°F. or over, one should regard it as a des- 
perate emergency as the temperature has to be 
lowered within a few minutes if life has to be 
saved. Once the temperature remains at that 
level for a few hours, irreversible damage to the 
heat regulating centre may occur and the patient 
dies quickly of medullary paralysis. Hospitalisa- 
tion is usually advocated under these circum- 
stances. It is desirable that all our modern 
hospitals should have some air-conditioned rooms 
or small wards where cases of hyperpyrexia should 
be treated. Failing this a separate room should 
be selected where ice slabs are kept and a fan and 
‘‘khas khas tatti” are provided. The best methods 
to lower the body temperature are to stimulate 
the natural conditions as far as possible. The 
temperature of the room in which the patient is 
being treated must be lowered. The next step 
should be to imitate the normal sweating mecha- 
nism of the body. The latter objective can be 
achieved in the following way. ‘The patient should 
have all the clothes taken off and the body should 
be wrapped in a wet sheet. A big piece of mackin- 
tosh should be laid on the bed to prevent the soiling 
of bed linen. ‘The bed of the patient should now 
be placed directly under the fan. The evapora- 
tion of water from the wet sheet with a fan mov- 
ing above will reduce the body temperature. At 
the same time an ice cap should be applied to the 
head. An iced water enema may lower the tem- 
perature further. Some patients in the hyper- 
pyrexial state are very delirious and restless. It 
is better to give 6-8 c.c. of paraldehyde intramus- 
cularly to quieten such a patient. One should 
not loss sight of the fact that at such high levels 
of temperature the patient needs fluid badly, One 
should put such a patient on intragastric drip of 
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plain iced-water provided the patient is not vomit- 
ing and is free from convulsions. Intravenous 
drip with glucose saline may be more useful but 
it carries the risk of a pyrogen reaction. It is a 
common experience in summer months that glucose 
saline, if not pyrogen free, may further aggravate 
the situation by a rigor followed by still higher 
levels of temperature. Intragastric and rectal 
drips may be more desirable under such circum- 
stances, If pyrogen free glucose saline is avail- 
able and all precautions necessary for intravenous 
transfusions can be taken, the intravenous route 
is the route of choice. The amount of fluid and 
speed of administration will vary from case to case 
depending on the state of dehydration. 


Besides hyperpyrexia due to heat stroke, two 
of the common causes of hyperpyrexia are either 
an attack of malaria or some acute infection. 
Along with relevant laboratory examination, it 
should be a routine practice to give 2-5 lac units 
of penicillin intramuscularly and 10 grains of 
quinine bihydrochloride intravenously as an ini- 
tial dose, pending laboratory reports. Quinine 
should preferably be given in the intravenous drip. 
Further specific treatment will depend on the 
underlying cause of the fever, but it may take 
time to discover that. 


PERIPHERAL CIRCULATORY FAILURE 


Peripheral circulatory failure is one of the 
most dreaded complications in an acute febrile 
state. The exact mechanism of this circulatory 
disturbance is not known. ‘The pathological pic- 
ture is the same as met with in a case of surgical 
shock but it may occur more gradually in fevers. 
Clinically there will be a rise in the pulse rate, a 
fall in the blood pressure and the patient may 
sometimes present an ashen appearance. In those 
fevers where dehydration is an added factor the 
patient may show a picture of oligaemic shock. 
Sometimes toxaemia, dehydration and peripheral 
circulatory failure may all be present in combina- 
tion in the same patient. One must bear in mind 
that the chances of recovery depend on the early 
recognition of peripheral failure. When the pulse 
rate is over 140 per minute and systolic blood 
pressure has fallen below 90 mm. of Hg., periphe- 
ral failure is already ¢stablished. ‘The first prin- 
ciple in the treatment is to tackle the aetiological 
factor of a particular fever with effective chemo- 
therapy. There are however certain precautions 
to be observed. In a case of falciparum malaria 
of pernicious type with peripheral circulatory 
failure it may be risky to give quinine intraven- 
ously till the blood pressure has been first raised by 
drip therapy and other restorative methods of 
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treatment. It is well known that quinine may 
further lower the blood pressure of a moribund 
case. So, meanwhile, other methods of specific 
treatment against malaria may be preferable in 
such cases. Similarly in a case of typhoid fever 
with peripheral circulatory failure one should not 
use heavy doses of chloramphenicol. 

The second step in the treatment is to help and 
restore the circulatory dynamics to normal as 
quickly as possible. The patient should be given 
5 per cent glucose saline drip. ‘The amount and 
speed of administration will depend on the condi- 
tion of the patient and associated dehydration, In 
an average case 4-6 litres may be given in 24 
hours. In a patient who is bed-ridden for several 
weeks with fever, blood or plasma transfusion may 
give additional help. Other measures to be taken 
in these cases are the various means adopted to 
raise the blood pressure by stimulants, Niketha- 
mide enjoys a good reputation, It is doubtful 
whether it helps very much unless given intra- 
venously, In recent years more effective drugs 
have been introduced, Methyl amphetamine 
hydrochloride 15-20 mg. may be given intraven- 
ously in a rapid drip and can be repeated at 4-6 
hours’ interval intravenously or intramuscularly. 
More recently I-nor-adrenaline has come into use 
in peripheral circulatory failure. 2 to 3 mg, may 
be given in a running drip, The speed of the drip 
and dosage can be regulated according to the res- 
ponse and requirement of an individual case, In 
a case of associated anoxaemia oxygen adminis- 
tration may help the patient. 


DEHYDRATION 
Dehydration is a common complication in 
fevers. It may be due to insufficient intake 


of fluids or due to loss of fluids and salts by 
vomiting and diarrhoea. It is now recognised that 
a patient may suffer from water dehydration, or 
salt dehydration, or both, i.e., mixed type where 
water and salts are both needed to restore the 
fluid and electrolyte balance of a patient. 


Water dehydration would occur in a fever case 
when fluid administered is too small or when the 
patient is unable to take sufficient amount due 
to some other reason, e.g., a comatose or a deli- 
rious patient would not take required amounts of 
fluids. Sometime a patient may be too weak or 
exhausted to take sufficient fluids. If water de- 
pletion occurs, the fluid in the extracellular com- 
partment becomes hypertonic in relation to the 
cellular compartment. Water is thus drained out 
of the cellular compartment to establish osmotic 
equilibrium. It is thus clear that water depletion 
causes mainly cellular dehydration. Urinary out- 
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put falls to the minimum. Such a patient will 
complain of extreme thirst and marked dryness of 
the mouth. The tongue will be dry and coated. 
Salt depletion (secondary dehydration) occurs in 
fever cases when profuse sweating is going on 
or when marked diarrhoea and vomiting are pre- 
sent with great electrolyte loss. If such a case is 
given plenty of water but no salt there will be salt 
dehydration. In salt depletion the fluid in the 
extra-cellular compartment will be in a hypotonic 
state in relation to the cellular compartment. The 
kidneys try to maintain osmotic equilibrium by 
excreting water. The patient however presents a 
picture of peripheral circulatory failure and oligae- 
mic shock. Such a case will complain of lassitude, 
apathy, mental confusion and stupor. Muscular 
weakness is well marked and later on actual cramps 
might occur, Anorexia and vomiting may lead 
to further salt loss and the patient may get into 
a vicious circle. The skin becomes inelastic ; the 
face is pinched. The eyeballs get sunken and 
cyanosis of the lips may occur. There is marked 
rise of pulse rate and fall in blood pressure. Two 
deceptive negative findings should be borne in 
mind, If the patient is taking enough water he will 
not complain of any thirst and no evidence of oli- 
guria will occur, In terminal stages, however, 
anuria may supervene due to marked fall in blood 
pressure. Absence or diminution of chlorides in 
the urine is a very reliable finding in those cases, 

In a large majority of patients, however, mixed 
dehydration occurs and the presenting clinical 
picture will be of both water and salt depletion, 
Such patients will complain of thirst and dryness 
of the mouth with associated features of oligaemic 
shock. 


Treatment of dehydration—Maintenance of a 
fluid chart showing intake and output is an essen- 
tial procedure in the management of a fever case. 
In hospitals this practice should be the rule. When 
treating a patient at home the attending physician 
should give detailed instructions about the fluid 
intake. The urinary output is a good guide to the 
fluid intake and should be watched. Similarly one 
should see that the daily intake of salt does not 
go below 10 g. In fact during summer months 
the requirements may be more. The patient should 
be given on the average 4-5 litres of fluids in 24 
hours in winter months but in summer months at 
least 6-8 litres are required. 


In case of water depletion, if the patient can 
take water by mouth it is ideal to use this route. 
In a comatose patient intragastric drip can be 
given consisting of piain water. Parenterally water 
can be given only as 5 per cent glucose solution, 
In a mild case total fluid requirements in 24 hours 
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may be 1'5 litres; in a moderately severe case 4 
litres and in a very severe case 8-10 litres may be 
needed. ‘The rate of administration will depend on 
the condition of the patient. In pure water deple- 
tion one is not in a desperate hurry to replace the 
body fluids. The amounts mentioned above can 
be given in 24 hours. If however salt depletion is 
also present one has to adopt immediate measures 
to save the patient from a quick catastrophe. 


In case of salt depletion assessment of the case 
has to be made from the general clinical state, and 
urinary chlorides of the patient. The fluid to be 
administered will be isotonic saline and the amount 
will vary from 4-8 litres depending on the degree 
of dehydration. 


The route of administration has to be intra- 
venous in these cases as the patient cannot drink 
such large amounts of isotonic saline. When salt 
depletion is profound, one must quickly combat 
the oligaemic shock. ‘The rate of administration 
should be 1 litre in the first hour and a half. This 
should be followed by 1 litre every 4 hours. When 
the B.P. has come to normal half a litre every four 
hours will suffice. 


In mixed dehydration it is better to start with 
5 per cent glucose in half strength normal saline 
first which can be reduced to “rd normal saline 
later and still later only 5 per cent glucose is need- 
ed. It may not be out of place to emphasise the 
special importance of dehydration in children. In 
adults dehydration is a serious emergency but in 
children dehydration is to be regarded always as 
a grave disaster. Young infants stand dehydra- 
tion very poorly. One has, therefore, to cope with 
the emergency without delay. In children one 
should start with 5 per cent dextrose in half 
strength or one third strength normal saline and 
later continue with 5 per cent dextrose in one-fifth 
strength physiological saline. Children do not need 
normal saline. The intravenous route should be 
used and it is the only reliable route for combat- 
ting dehydration. Half-hearted measures will not 
do. With a little practice dissection of the internal 
saphenous vein can be learnt easily. In infants 
during the first year of life the amount of fluid 
requirement in 24 hours has to be calculated 
according to the formula of 2% ounces per lb. of 
the body weight plus the fluid lost in diarrhoea 
and vomiting. 


A patient in a state of delirium is a great 
cause of anxiety. to the relatives, and in the 
wards .such a case is always a. headache. to the 
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nursing staff. The clinical picture varies from case 
to case. In a mild case there may be only some 
mental confusion and hallucinations may be pre- 
sent. On the other hand, a patient may become 
noisy, violent and abusive. The latter type of 
case may have to be restrained. It is advisable to 
keep such patients in rail-cots and strapping of the 
limbs may have to be resorted to. Feeding be- 
comes a great problem and a patient has to be 
quietened before any effective nursing, feeding or 
therapy can be administered. In a mild case the 
usual chloral bromide mixture may be useful or 
sodium phenobarbitone grain 1% to 3 may be 
given intramuscularly. Chloral hydras is an ideal 
drug for a delirious child. 


In moderate and severe cases the best method 
to control delirium is to give 6-8 c.c. of paralde- 
hyde intramuscularly and it can be repeated every 
6 hours if required. In a violent case paraldehyde 
and sodium phenobarbitone may have to be com- 
bined. Hydrotherapy and restorative treatment 
should be applied at the same time. Morphine is 
contra-indicated. It may be stressed here that 
lumbar puncture may sometime prove very help- 
ful. It relieves the intracranial tension and a deli- 
rious patient may be thus subdued when uncon- 
trolled by other measures. Children, neurotic 
adults, and alcoholics are more prone to delirium. 
One must bear in mind the above factors before 
judging the gravity of an illness of a patient in a 
delirious state. 


CONVULSIONS 


A convulsive fit in a febrile state is very 
common in the case of children. In adults convul- 
sions usually occur in those fevers where either 
toxaemia is very marked or some cerebral com- 
plication like meningitis or encephalitis is present. 
Cerebral malaria as a cause of febrilé convulsions 
is quite common in this country. Lastly they 
may occur in a case of heat stroke and hyper- 
pyrexia. One should, however, bear in mind that 
repeated convulsions may themselves produce 
hyperpyrexia as is seen in a case of status epilep- 
ticus. 

‘For convulsions in adults the ideal drug to 
use is paraldehyde intramuscularly ; 6-8 c.c. can 
be given every 4-6 hours. It may be supplemented 
by sodium phenobarbitone by injection. The dose 
varies from grains 1% to 3 depending on the sever- 
ity of the case. In children chloral hydras is the 
drug of choice. An infant even in the neonatal 
period stands chloral very well. The dose will 
vary according to the age of the patient. An 
initial dose of 2-4 grains to a child of 1-2 years 
may be given. Subsequent doses may be smaller 
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and they can be repeated 4-hourly. Children 
below 1 year should be given one-grain dose of 
chloral hydras. 


Coma 
Come is a very serious complication of 
fevers. Cerebral malaria and heat stroke are 


common causes in this country. Virus encephalitis 
may produce an overwhelming illness with high 
temperature, convulsions and coma. A comatose 
patient needs careful nursing. ‘Treatment will 
depend on the underlying pathology. Hydro- 
therapy, chemotherapy, restorative treatment and 
rehydration therapy all may be needed in a case 
of coma. ‘These have already been discussed in 
detail. Lumbar puncture is an essential procedure 
in every case of coma both from the point of view 
of diagnosis as well as of treatment. 


Toxic Purpura 


In many infectious diseases toxic purpura or 
haemorrhagic manifestations might occur and they 
usually mean a dangerous state. Various exanthe- 
mata, typhus fever, meningococcal infection and 
septicaemia are known to produce severe haemor- 
trhagic states. A patient may bleed from the 
mucous membranes or he may present purpuric 
spots in the skin or may show both. The greatest 
danger lies in a patient having purpuric haemor- 
rhages in the internal organs, particularly in the 
brain. In these conditions haemorrhages may 
occur due to damage to the capillary endothelium 
caused by toxaemia or there may be acute depres- 
sion of the platelets. Such patients are gravely 
ill and the condition is called ‘‘purpura fulminans’’. 
In rare cases haemorrhages may occur in the supra- 
renals and the patient will present a picture of 
Waterhouse-Friederichsen syndrome. The patient 
presents a picture of peripheral circulatory failure 
with marked asthenia, prostration, vomiting, diar- 
rhoea, abdominal pain and coma. Treatment of 
such cases is effective antibiotic therapy. In 
addition other heroic measures have to be adopt- 
ed. For circulatory failure associated with pur- 
pura and in cases where there is acute depression 
of blood platelets blood transfusion must be given. 
Stimulant line of treatment with methedrin or nor- 
adrenalin is needed in addition. High doses of 
vitamin C are recommended. Recently some of 
these cases have been treated with high doses of 
cortisone. It is one of the gravest emergencies in 
fevers with hyperacute infection causing high mor- 
tality. Quick and emergent measures should be 
adopted as the patient may succumb within twenty- 
four hours. 
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SPECIAL ARTICLE 


CURRENT CONCEPTS OF IRON 
METABOLISM WITH SPECIAL 
REFERENCE TO IRON 
TRANSPORT IN BLOOD 


8. C. AGARWAL, 
AND 
S. S. MISRA, (LOND), 
Department of Medicine, K. G. Medical College, 
Lucknow. 


Iron being an important element essential for 
haemopoiesis its excretion is minimal. It is 
achieved in the human body through the binding 
of circulating iron with protein. Another signi- 
ficant feature of iron metabolism is that the iron 
balance in the body is maintained by the regula- 
tion of absorption according to body needs rather 
than by excretion of unwanted excess, Absorption 
of iron is in turn regulated by the state of satura- 
tion of the storage depots like liver, spleen and 
bone marrow. It is due to these peculiarities of 
the requirements, absorption and conservation of 
this element that considerable attention is being 
paid to the various phases of its metabolism. 


REQUIREMENTS 

Sufficient iron to balance the small daily ex- 
cretion of this element is ordinarily derived from 
everyday foodstuffs. Dietary iron exists in in- 
organic and organic forms. ‘The former passes 
readily into solution and gets absorbed while the 
latter chiefly in the form of porphyrin compounds 
has to be broken down before ionic iron is liberated. 
There is no accurate method to determine as to 
how much of the food iron can be converted into 
the ionic state and what proportion of the iron 
content can be rendered available for haemoglobin 
synthesis. 


ABSORPTION 


Much is now known about iron absorption. Its 
various aspects have been well reviewed by Cart- 
wright (1947) and Hynes (1948). It is now well 
established that the iron is absorbed from the 
stomach and the small intestine, chiefly the upper 
part. There is evidence that absorption can occur 
from colon. Radioactive iron has been of great help 
in understanding this phase of iron metabolism. 
Absorption of iron is complete in 4-8 hours because 
when radioactive iron is fed to dogs, it appears 
quickly in the plasma and reaches its peak in 4-8 
hours. Numerous factors have been found to in- 
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fluence the absorption of iron. It has been seen 
that greater the dissociation of iron salts the greater 
will be the absorption. ‘Thus the dissociation of 
iron salts is greater in acid solutions and slight 
above pH 5. This is the reason why the absorp- 
tion of iron diminishes beyond the duodenum. 
Again substances which form insoluble salts with 
iron diminish its absorption. Examples being phos- 
phates (Brock and Taylor, 1934) and phytic acid 
(McCance et al, 1943) which reduce the absorption 
of iron. Moore et al (1939) studied the absorption 
of iron after oral administration by estimating the 
level of plasma iron at various intervals and con- 
cluded that ferrous salts are better absorbed than 
ferric salts. The relation between bodily needs 
and iron absorption is very interesting. Hahn et al 
(1938) showed that in chronic haemorrhagic anae- 
mias in dogs, absorption of radioactive iron was 
greater than in normal dogs. Balfour et al (1942) 
found greater absorption of radioactive iron in iron- 
deficiency states. Hynes (1949) showed that iron 
absorption is increased when body stores are 
depleted by repeated bleeding and thus the iron 
reserve of the body exhausted. Jasinski (1950) 
determined the extent to which iron absorption is 
disturbed by the presence of infection and malig- 
nant neoplasms. In pure infective anaemias he 
found that the serum iron level is not much affect- 
ed by oral iron therapy. In other words the iron 
absorption is very little. Crawley (1952) performed 
a number of absorption tests in anaemias. In a 
normal subject he found a serum iron rise of 
145ug@./100 ¢.c, after the oral administration of 18 
g. of ferrous sulphate. In iron deficiency anaemia 
it was 235 wg. and in pernicious anaemia 31 ug. / 
100 ¢.c, serum, This showed that iron absorption 
is increased in iron deficiency states and decreased 
in pernicious anaemia. It should be made clear 
at this stage that the amount of circulating radio- 
active iron, i.e., radioactive iron present in circulat- 
ing haemoglobin is not a reliable index of iron 
absorption. Dubach et al (1948) found that in 
untreated pernicious anaemia only very small 
amounts of radioactive iron appeared in the blood 
stream. After the injection of liver extract, how- 
ever, the proportion of radioactive iron in circulat- 
ing blood is considerably increased. This suggests 
that in untreated pernicious anaemia the iron was 
absorbed and stored somewhere else in the body 
and when later on reticulocytosis was established 
it was utilised for haemoglobin formation. 


MECHANISM FOR THE CONTROL OF IRON 
ABSORPTION 


This has been studied in considerable detail 
by Hahn et al (1943 and 1943a). They found that 
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oral administration of an iron salt a few hours 
before the administration of radioactive iron re- 
duced the absorption of the latter. They thought 
it to be due to mucosal block produced by the iron 
salt given before. ‘These authors also did not find 
any correlation between the concentration of iron 
in the gut and the plasma. In order to explain 
this they postulated the existence of an iron 
acceptor mechanism. This they said is present in 
the gastric and intestinal mucosa. In normal 
persons the acceptor mechanisin becomes saturated 
in 1-2 hours. Desaturation takes several days. 
Granick (1946, 1946a, 1946b and 1947) suggested 
that a brown coloured protein, ferritin, is present 
in the mucosa of the intestine. This compound is 
formed by the union of a colourless protein named 
apoferritin with a particular kind of ferric 
hydroxide. The ferric hydroxide in ferritin is 
curious in that it is magnetically distinguishable 
from iron hydroxide found elsewhere in nature. 
Ferritin contains a variable amount of iron which 
may reach as high as 23 per cent. After feeding 
with iron an increase in ferritin is found in the 
gastrointestinal tract. In the duodenum ferritin 
content reached a peak in 7 hours and reached the 
normal levels again on the 6-7th day. These 
changes can be correlated with the course of satu- 
ration and desaturation of Hahn et al (1943 and 
1943a). According to Granick’s view the iron is 
absorbed by the mucosal cells in ferrous form. 
The receptor cells of the intestinal mucosa contain 
apoferritin. In the mucosal cells an equilibrium 
exists between the ferrous iron of the cells and 
the ferric iron of ferritin. In the presence of ferri- 
tin the cells are considered to be physiologically 
saturated with ferrous iron. It is only when ferrous 
iron has decreased to a point where the cells are 
no longer physiologically saturated with ferrous 
iron that more iron will be absorbed. Granick 
has shown that before the administration of iron 
there is very little ferritin in the gastric and intes- 
tinal mucosa and practically no apoferritin. Ab- 
sorption of iron probabiy causes rapid formation 
of the specific protein to which it can become 
attached. Removal of iron from the ferritin causes 
apoferritin also to disappear. Thus in iron 
deficiency anaemias increased absorption of iron 
is due to fall in serum iron level which causes ferri- 
tin iron to pass into the blood stream. ‘This pro- 
duces a disturbance in the equilibrium in the 
ferrous iron in the cell and the ferric iron of ferri- 
tin. Some of the ferrous iron in the cell is shifted 
to form ferric iron of ferritin. Hence more 
of ferrous iron is absorbed by the cell to make up 
for the deficiency produced by the shift of ferrous 
iron of the cell. Thus the amount of iron absorbed 
is regulated by the amount of ferritin in the muco- 
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sal cells of the gastric and intestinal wall and this 
in turn is related to the need for iron in the body. 


‘TRANSPORT 


Moore et al (1939) showed that iron is absorbed 
from the alimentary tract into the blood stream and 
not into the thoracic duct. From then onwards 
plasma is the chief medium for the transport of iron 
to the storage depots and the sites for erythro- 
poiesis. The fact that this iron is protein bound 
is now well established because it is nondialysable, 
does not appear in the ultrafiltrate unless acidi- 
fied and is precipitated with the proteins. Holm- 
berg and Laurell (1945) were able to study the 
capacity of the serum to bind iron in vitro by 
means of a colorimetric method in which dipyridyl 
was used. They found this saturation limit in 10 
normal individuals to be 312 ag./100 c.c. serum. 
‘The values ranged from 264-366 ~g. Laurell (1947) 
did some more work and pointed out that in a 
normal individual 300 ug. (roughly speaking) is the 
maximum that can be bound over by the iron bind- 
ing protein. Since the serum iron is about 100 yg. 
per 100 c.c. serum, 200 wg. can still combine with 
the iron binding protein in 100 c.c. serum. In 
other words, normally one third of the protein is 
saturated with iron and the saturation percentage 
is 33 per cent. Both the values may vary in patho- 
logic states. Laurell (1947) tried to find out whe- 
ther the iron combined with this protein was in 
the ferric or ferrous state and could not come to 
any definite conclusion. Granick, has, however, 
assumed that iron exists in the plasma in the ferric 
form because of the high oxygen tension in the 
blood. 

The protein fraction with which the iron is 
bound, has been variously named as iron binding 
protein, metal binding protein, transferrin and 
sideroglobin. Laurell (1951) objected to its being 
called metal binding protein on the grounds that 
this name is somewhat misleading, as copper in 
vivo is transported with another protein caerulo- 
plasmin and not with the metal binding protein 
as was supposed earlier. He prefers to call it trans- 
ferrin as he thinks that plasma is the real carrier 
of iron as haemoglobin is a carrier of oxygen. The 
nature of this iron-binding protein has also been 
thoroughly investigated. Schade and Caroline 
(1946) localised this iron-binding protein in frac- 
tion iv-7 of Cohn and his associates. He has shown 
that a progressive red colour develops on the addi- 
tion of iron to this protein until it becomes satu- 
rated. At this point of saturation there is a break 
in the colour curve which corresponds to the exact 
point at which free iron can be demonstrated by 
bio-assay. Surgenor, Koeschelin and Strong (1949) 
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described the spectrophotometric absorption curve 
of the iron protein combination. This forms a 
basis for the determination of iron binding capa- 
city of serum. They also found that this fraction 
is a B, globulin with a molecular weight of 90,000. 
It constitutes about 3 per cent of the total plasma 
proteins. Its exact quantity has been found to be 
0°27 g. per 100 c.c. of serum, Rath and Finch 
(1949) have determined that 1 mg. of this protein 
combines with 1°25 wg. of iron. Fiala and Burke 
(1949) discussed the mode of iron binding by this 
siderophyllin, conalbumin, hydro-oxylamines and 
aspergillic acid. They concluded that two atoms of 
iron are attached to one molecule of globulin. 

The normal serum iron concentration has been 
determined by several workers in the past 
(Holmberg and Laurell, 1945; Cartwright and 
others, 1946; Laurell, 1947; Cartwright and 
others, 1948; Rath and Finch, 1949; Totterman, 
1949 ; Anderson, 1950 ; Pirrie, 1952 ; Gitlow and 
Bayers, 1952; Davies, Levine and Oberholzer, 
1952 ; Ramsay, 1953 ; Agarwal and Misra, 1954). 
Roughly speaking mean serum iron concentration 
is about 120 wg. per 100 c.c, serum. 

Vahlquist (1941) reported a diurnal variation of 
serum iron in normal subjects during the day. 15 
normal subjects had a mean serum iron level of 135 
+ 10°6 »g./ 100 c.c. serum at 8 A.M. and by 6 P.M. 
a fall of 36°34 92 mg./100 c.c. had occurred. 
Recently Patterson, Marrack and Wiggins (1953) 
have studied the diurnal variation of serum iron 
in various haemopoietic disorders. These authors 
found that the diurnal variation was diminished in 
aplastic anaemia, untreated pernicious anaemia, 
and iron-deficiency anaemia. Full treatment of 
the last two conditions restores a normal diurnal 
variation, Diurnal variation was also diminished in 
various conditions associated with increased ery- 
thropoiesis. Examples are polycythaemia vera, 
congenital haemolytic anaemia, nocturnal haemo- 
globinuria. It is suggested that decreased diurnal 
variation of serum iron level may be related to 
increased plasma iron turnover. 

Pirrie (1952) pointed out that the level of serum 
iron decreased as the age advanced. Vahiquist 
(1950) discussed the cause of sexual differences in 
erythrocyte, haemoglobin and serum iron levels in 
human adults, 

Iron is elevated in conditions of iron excess 
such as transfusion haemosiderosis, haemachroma- 
tosis, and in conditions where haemoglobin synthe- 
sis is disturbed as in pernicious anaemia, refractory 
anaemia and cirrhosis liver uncomplicated by blood 
loss. Cartwright et al (1948) found lower serum 
iron values in iron deficiency anaemia, haemorrha- 
gic states and infection. Agarwal and Misra (1054) 
reported a fall in serum iron level in iron-deficiency 
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anaemias, anaemias of infection, malignant neo- 
plasms and ankylostomiasis. Higher values have 
been reported in aplastic and haemolytic anaemias. 
Similar results have been reported by other workers 
also (Rath and Finch, 1949; Bendstrup, 1953). 
Pirrie (1952) studied the relationship between 
serum iron and copper in patients with neo- 
plastic disease. He found serum iron levels to be 
lower while serum copper levels were significantly 
higher. Fredrickson (1953) discussed the significance 
of serum iron in the differential diagnosis between 
gastric carcinoma and peptic ulcer. In 13 patients 
with gastric cancer the average for serum iron was 
64'2 wg./100 c.c. serum with a standard deviation 
of +31°6. The averages for gastric ulcer (14 cases) 
are 145'5 wg. and for duodenal ulcer (24 cases) are 
105 ug. per cent. This shows that there is about 
the same amount of serum iron in peptic ulcer 
cases as in normal cases. In bleeding ulcers, how- 
ever, it is low. In cancer in general it is generally 
low even in cases with no real anaemia. Sidero- 
penia is explained by supposing it to be a primary 
condition caused by the toxic influence or the iron 
consumption of the quickly growing tumours. In 
the case of gastric cancer a disturbance of absorp- 
tion may play a part in producing sideropenia. 
The total iron binding capacity and saturation 
percentage have also been determined by severa! 
workers in recent years (Laurell, 1947 ; Greenburg, 
et al, 1947 ; Cartwright and Wintrobe, 1949 ; Rath 
and Finch, 1949; Totterman, 1949; Bendstrup, 
1950 ; Gitlow and Bayers, 1952; Agarwal and 
Misra, 1954b). The mean values have been found 
in the neighbourhood of 320 wg./100 c.c. serum. 
Cartwright and Wintrobe (1949) found a fall in the 
iron binding capacity in states of chronic infection 
and rise in iron deficiency anaemias. Rath and 
Finch (1949) report their observations in 30 normal 
subjects and 105 patients. They found a fall in the 
iron binding capacity in cancer, infection, liver and 
kidney disease. Bendstrup (1953) also estimated 
the serum iron and iron binding capacity in acute 
and chronic infections. He found a decrease in 
serum iron and iron binding capacity in 133 
patients with chronic rheumatoid arthritis. It was 
also lowered in both the acute and chronic infec- 
tions. Mukherjee and Mukherjee (1953) studied 
the iron metabolism in pregnancy. They found 
that in normal pregnancy total iron binding capa- 
city gradually increases from the third month on- 
wards till at term it has increased by 50°5 ug. /100 
c.c. serum. Saturation percentage falls 14°7 per 
cent. In anaemias of pregnancy they found an 
increase in total iron binding capacity in microcytic 
hypochromic, dimorphic and macrocytic hyper- 
chromic anaemias, Agarwal and Misra (1955) 
estimated serum iron and iron binding capacity in 
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iron-deficiency anaemias, anaemias of infection, 
liver disease, kidney disease, leukaemias and malig- 
nant neoplasms. They found an increase in serum 
iron binding capacity in iron-deficiency anaemias 
and leukaemias. Its value was, however, lower 
in states of infection, cirrhosis of liver, kidney 
disease and malignant neoplasms. 


INTRAVENOUS IRON TOLERANCE ‘TESTS 


Intravenous iron tolerance tests have been re- 
cently described. They permit the measurement 
of fasting serum iron level, as the first specimen, 
total iron binding capacity as the second specimen 
taken 5 minutes after the intravenous injection of 
ferric ammonium citrate or any other easily ionis- 
able inorganic iron salt, and 120 minute serum 
iron level as the third specimen. The ratio serum 
iron/total iron binding capacity, represents satura- 
tion percentage, the increase from the fasting 
serum iron level to total iron binding capacity is 
the unsaturated iron binding capacity, and the 
decrease in the serum iron level from the 5 minute 
specimen to 120 minute specimen is apparently the 
function of tissue uptake of serum iron. In normal 
subjects there is a fairly constant decrease/ 
increase ratio. The results of these tests are affect- 
ed by liver disease, malignant neoplasms, haemo- 
siderosis, severely altered protein metabolism and 
various haematological disorders. Each test should 
therefore be evaluated in the light of these variable 
factors, and interpreted in their entirety taking 
into account the clinical and laboratory data of 
each individual patient. Gitlow and Bayers 
(1952a) state that the test is of value in differen- 
tiating the cirrhosis of liver from haemochroma- 
tosis, Totterman (1951) obtained flat type of curves 
in malignant neoplasms. 


PLASMA AND Rep Crew, Iron TuRNOVER 


Huff and others (1950) studied the plasma and 
red cell iron turnover in normal subjects and 
patients with various haemopoietic disorders. They 
state that plasma iron turnover is increased in 
polycythaemia, leukaemia, pernicicus anaemia and 
haemolytic anaemias, Likewise, in myeloid leu- 
kaemia the red cell iron turnover rate was in- 
creased in some instances. 


STORAGE AND DISTRISUTION 


It is not yet fully established as to how the 
iron leaves the blood stream. ‘There are two views 
about it: (1) That iron leaves the blood stream 
as iron-transferrin complex (2) That iron leaves the 
blood stream in an ionised form. Laurell (1951) 
states that there is more evidence to suggest that 
iron leaves the blood stream in an ionised form. 
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The iron carried over by the plasma is distri- 
buted all over the body. 60-70 per cent of this iron 
is found in combination with porphyrin in the form 
of haeme compounds. These include blood haemo- 
globin, myoglobin and various haeme enzymes like 
catalase, peroxidase and cytochrome. The rest of 
the iron is in available iron reserves like liver, 
spleen and bonemarrow. This is stored chiefly in 
the form of ferritin or haemosiderin. Hynes (1949) 
showed that the reserve amounted to 600 mg. 
iron. The iron taken up by liver, spleen and bone- 
marrow is stored mainly in the form of ferritin. 
Hahn (1948) considered the possibility that ferritin 
may be identical with haemosiderin. It is generally 
thought that haemosiderin is an iron globulin com- 
plex like ferritin. But the protein moiety of ferritin 
that is apoferritin has a molecular weight of 
460,000 whereas the protein moiety of haemosiderin 
has a molecular weight of 68,000 only. It is quite 
likely that the former may be formed by the aggre- 
gation of the latter. 


CLINICAL EVALUATION OF IRON STORES 


Stevens, Coleman and Finch (1953) stated that 
marrow examination for haemosiderin is a reliable 
index of iron stores. It is frequently the decisive 
test in the diagnosis of iron-deficiency anaemias. 
Iron content in Prussian blue stained slides is 
graded as none, slight, moderate or heavy. In 
normal subjects iron is slight, in iron-deficiency 
anaemias slight or none. In pernicious anaemia, 
cirrhosis of liver, anaemia of infection, and haemo- 
lytic anaemias iron is increased in stores. Hutchin- 
son (1953) also estimated the amount of stainable 
iron in histological sections of bonemarrow. 
Marrow devoid of iron was found in iron deficiency 
anaemias and chronic haemorrhagic anaemias, 
while in aplastic and haemolytic anaemias it con- 
tained an excess of iron. 


UTILISATION 


Greenberg et al (1947a) studied the fate of in- 
jected radioactive iron in presence of inflammation. 
They concluded that the utilisation of iron for 
haemoglobin synthesis is impaired in presence of 
inflammation. Finch et al (1949) studied the patho- 
physiology of iron storage. They injected radio- 
active iron Fe** and Fe’ into normal and patho- 
logic subjects. Their observations showed dimi- 
nished utilisation of iron for haemoglobin synthesis 
in refractory, aplastic, myelophthisic anaemias as 
well as in infection. 


EXCRETION 


Iron excretion is small and _ insignificant. 
Practically most of the iron is excreted in bile and 
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urine. Iron output in faeces is largely determined 
by the iron content of the food which is not 
absorbed. Urinary excretion amounts to 0°5 mg. 
daily for women and 04 mg. daily for men. 
Biliary iron excretion has been studied by means 
of biliary fistulae. It has been concluded that 3 
per cent of the iron derived from the effete cor- 
puscles is excreted in bile (Hawkins and Hahn, 
1944). It is seen that under conditions of acute 
intravascular haemolysis biliary excretion of iron 
is increased in proportion to the extent of haemo- 
lytic process. In contrast, the iron which is in- 
jected intravenously does not increase biliary ex- 
cretion. It is thus logical to conclude that biliary 
iron excretion is entirely associated with pigment 
excretion. That the iron excretion in the faeces is 
very small was demonstrated by McCance and 
Widdowson (1937) by observing the effect of rapid 
haemolysis of red cells on iron excretion in a 
patient of polycythaemia who was treated with 
phenyl hydrazine. In other experiments observ- 
ing the fate of haemoglobin liberated from the 
rapid haemolysis of transfused blood, the same 
authors showed that the faecal output was almost 
identical with the dietary intake and contained 
no supplement from the haemolysed cells. In 
women menstrual loss may result in an iron loss 
of 10-40 mg. each month. Mitchell and Hamilton 
(1949) found that sweat contains 1-2 mg. iron per 
litre and constitutes as serious an iron loss as men- 
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CASE NOTE 


CONSTRICTION RING DYSTOCIA IN THE 
LOWER UTERINE SEGMENT 


J. C. CHATTERJEE, mo., 


Fraser Hospital, Burdwan. 


Constriction ring dystocia is a recognised clinical 
entity. Difficulty in its diagnosis lies in the fact, that 
the site of the constriction has often to be presumed 
and cannot be confirmed until one can introduce the 
fingers or if it is higher up, the whole hand through the 
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cervix. The last measure is possible only where the 
cervix is fully or nearly fully dilated. 

This explains the variation in the incidence as quoted 
by various authors. Usually the constriction ring appears 
at the junction of the upper and lower uterine segments, 
but it may appear only in the upper segment, or in the 
lower segment or in the cervix. The constriction occupy- 
ing the whole of the lower uterine segment seems to be 
a rarity, and its occurrence has been doubted by many 
authors. 

It is believed that localised constrictions may occur 
in any part of the uterus, but it is extremely doubtful 
if an actual stricture can form in the lower segment. 
Recent studies of Borell and Pernstrém (1952) confirm the 
existence of a functional sphincter at the isthmus uteri. 
These authors have even observed that this sphincter is 
influenced by ocestrin and progesterone. Although no 
histologically significant difference can be observed be- 
tween the corpus and isthmus uteri, a difference in the 
biochemical structure has been observed by Naeslund and 
Snellmann (1951). While eliciting electric potential sig- 
nals during labour it was found by Halliday and Heynes 
(1952) that the signal from lower uterine segment often 
equalled to and in a few cases exceeded that from the 
upper segment. Constriction ring dystocia possibly does 
not develop all at once and probably represents the ulti- 
mate terminal phenomenon of a clinical condition known 
as hypertonic lower uterine segment. This clinical variety 
of incoordinate uterine actién is fairly common. The 
upper uterine segment is the site of feeble action while 
the lower uterine segment is the site of hypertonus as if 
polarity of the uterine action has been reversed. 

The condition can be diagnosed by palpation when 
placing two hands simultaneously on the body and 
fundus, and the lower uterine segment. Distention of 
the intestines specially of the colon is often a marked 
feature and the uterus may be seen to have been pushed 
to one side exaggerating the dextrodeviation of the 
uterus. The cervix remains thick and dilatation is re- 
tarded. The hydrostatic pressure gliding down the coni- 
cal lower uterine segment cause an early rupture of 
membranes and although there remains some space be- 
tween the cervix and the presenting part caput forma- 
tion is the rule. The patient is in agony due to infre- 
quent contractions though a persistent distress is a rule 
rather than an exception. 

In the Fraser Hospital from September 1953 to Sep- 
tember 1954 there were altogether 2061 confinements, 
and hyperactivity of the lower uterine segment was pre- 
sent in 75 per cent of cases. 

Absolute constriction in the whole of the lower 
uterine segment was observed during a caesarean section 
done on 23-6-52 in the Nil Ratan Sircar Medical College 
Hospital, Caleutta. The interesting observations in this 
case are as follows: 


1, Constriction occupying the whole of the lower 
uterine segment gripping the neck of the baby which 
therefore appeared elongated. 

2. There was high amputation of the cervix done on 
this patient about 2 years previously which produced an 
almost complete occlusion except for a small opening 
which could be palpated just under the medial aspect 
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of the left inferior ramus of the pubis in the lateral 
fornix of cervicovaginal vault. 

3. Area below the constriction usually remains flabby 
and hangs like a curtain, but as the whole of the cervix 
appeared like a shallow trough on the vaginal vault it 
was not apparently flabby; on the other hand, the pre- 
senting head pushed the trough down and stretched it. 

4. Just above the area of constriction in the lower 
segment there were thick muscular fibres of the upper 
uterine segment, thus proving that the area of constric- 
tion ring dystocia was in the lower uterine segment. 


Case REPORT 


Mrs. S. B. D., aged 26, was admitted in the 
Nil Ratan Sircar Hospital on 23-6-1952 at 4-30 
A.M. She was a fifth gravida with previous obstetric 
history normal. The patient had a high amputa- 
tion of the cervix done about a year back. 

On examination she appeared to be a thin in- 
dividual carrying full term. History showed that 
the labour was overdue by 11 days. The pain 
started in the early hours of the previous morning. 

Anaemia was not marked. The pulse rate was 
84 per minute. 

Abdominal examination revealed a full term 
uterus. The fundus and the body were expanded 


while the lower part enclosing the neck and the 
head was narrow. The head was not deeply en- 
gaged but fixed. Foetal heart sounds were pre- 


sent but the rate was 164 per minute. Examina- 
tion per vaginum revealed that the vault of the 
vagina was occupied by a shallow trough where 
no cervical opening could be detected. A small 
opening could however be made out on careful 
examination behind the symphysis at about the 
2 o’clock position. It was a pin point opening 
not admitting even the tip of the index finger. 
This shallow vault of the vagina was occupied 
by the head which was trying to engage into the 
pelvis. There was no apparent cephalopelvic dis- 
proportion and the head could be made to engage 
when pushed from above. A caesarean section was 
decided upon. On laparotomy the neck of the baby 
appeared elongated as the whole length of the 
lower uterine segment was gripping around the 
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neck, while the body and fundus looked like an 
expanded flask with narrow neck represented by 
the lower uterine segment. 


A transverse incision was made into the middle 
of the lower uterine segment over the constricted 
area, But head could not be delivered through the 
rent and a longitudinal incision like the vertical 
limb of a T had to be made extending into the 
body of the uterus. The baby was extracted out 
of the uterus. There was very scanty liquor amnii 
which was saffron coloured with sandy deposits 
over the surface of the membranes as well as the 
baby. The baby appeared rather listless though 
there was pulsation in the cord and was revived 
with some difficulty. 


0°25 mg. ergometrine was injected into the 
uterus and the placenta was separated from the 
wall of the uterus with membranes. These were 
also yellowish in colour with gritty sandy deposits 
in the foetal surface of the placenta. 


The cervical canal was shut off from the vagina 
by a shallow basin like the upper surface of a 
watch glass and there was almost no communica- 
tion. A long artery forceps was pushed through 
the partition and as the blades were separated an 
opening was made 4%" in diameter between the 
uterine and vaginal canal to help drainage of 
lochia. 

The uterine incision was closed by double 
layers of sutures, and the abdomen closed. The 
puerperium was uneventful. 
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Rapid advancement in the ficld of newer 
methods of investigation of cardiovascular dyna- 
mics in the normal and diseased heart has brought 
a comparatively less known heart disease in the 
forefront. The symptomatology and treatment of 
this heart disease are somewhat different from the 
familiar types with which the general practitioners 
are acquainted. There is right-sided congestive 
cardiac failure (decompensation) as a result of 
gradual narrowing of the vascular bed of the lesser 
circulation due to chronic disease of the lungs. 
Thus emphysema heart or chronic cor pulmonale 
signifies right heart enlargement, strain and decom- 
pensation secondary to certain forms of chronic 
disease affecting primarily the lung parenchyma. 
The primary difference between congestive decom- 
pensation of chronic cor pulmonale and other types 
is the presence of low arterial oxygen content in 
the former. 


Though less known the condition is the third 
most frequent heart disease, with an incidence of 
16 per cent in Halmagyi’s' series and 20 per cent 
in Paul Wood’s* series. 


The commonest cause of chronic cor pulmonale 
is some morbid change in the lung parenchyma 
and 80 per cent of the cases is due to chronic 
bronchitis, bronchial asthma and chronic pulmo- 
nary fibrosis all leading to secondary emphysema 
lungs. How this pulmonary hypertension comes 
about in emphysema is complex. ‘That it is not 
caused by a single factor is certain. Several vari- 
able factors may be working. 


Emphysema of the lung is a progressive disease 
and with the progress the total respiratory surface 
is gradually diminished with a reduction of the 
vital capacity. ‘The alveolar walls become thick- 
ened and many capillaries get occluded. These 
morbid changes negate the primary purpose of the 
lesser circulation, that is oxygenation of blood. 
The ineffective alveolar ventilation causing dis- 
turbed gas exchange leads to hypoxia with reten- 
tion of carbon dioxide. The oxygen saturation of 


*Therapia Hungarica, 2: 3, 1954. 
* Brit. M. Bull,, 8: 348, 1952. 


the arterial blood may be 75 per cent or less with a 
rise of interalveolar CO, tension to 50-60 mm. of 
Hg. The respiratory centre becomes less sensitive 
to raised arterial CO, content, and thus the 
dyspnoea and cyanosis are not proportionate.’ 


That emphysema is the cause of pulmonary 
vascular sclerosis is disputed. William Evans‘ 
suggested that rise in pulmonary pressure due to 
emphysema might lead to hypoplastic changes in 
the vascular media and endarteritis and eventually a 
serious pulmonary hypertension. But Welch and 
Kinney’ have shown that normally from the fourth 
decade on, there was some degree of arteriosclerosis 
in every case examined by them, The incidence 
of vascular changes as observed by Florence 
McKeown’ definitely rules out emphysema as the 
morphological basis for the pulmonary hyperten- 
sion. Emphysema might accentuate the normal 
age changes. The studies on circulatory changes 
in severe pulmonary emphysema made by Mounsey 
et al’ and supported by Cournaud’ suggest a rela- 
tionship between hypoxia and pulmonary hyper- 
tension. 


The vessels of the pulmonary circulation are 
sensitive to hypoxid. The hypoxia at first gives 
rise to local vascular spasm and as the hypoxia 
with CO, retention increases a diffuse vasoconstric- 
tion occurs. Thus a high pulmonary pressure 
develops, but why then the correction of hypoxia 
does not cause a reduction of high P.A. systolic 
pressure? Though not much emphasis is laid on 
it, another factor probably plays an important role. 
It is the role of the autonomic nervous system in 
the production of spasm. Fowler et al’ reported 
that methonium compounds reduce the pulmonary 
pressure considerably and Whiteside and Coigby'’ 
obtained beneficial effects of hexamethonium 
bromide in emphysema. On the other hand five 
of Simpson’s'' cases derived no benefit inspite of 
the effect of this drug on the systemic pressure. 


* Best, C. H. anp Tayior, N. B.—Physiological Basis of 
Medical Practice, 6th Ed., 1955, p. 430, Bailliere Tin- 
dall and Cox Ltd., London. 

* Brit. M. J., 1: 582, 1951. 

"Am. J. Path., 24: 729, 1948. 

* Brit, Heart J., 14: 31, 1952. 

Mounsry, J. P. D., Rirzmann, L. W., Seiverstons, N. 
J., Briscos, W. A. anp Mclamors, G. A.—Brit. Heart 
J., 14: 166, 1952, 

* Circulation, 2: 641, 1950. 

N. Westcorr, R. N., Havensrem, V., 
Scorr, R. C. anp McGutre, J.—J. Clin. Invest., 29: 
1387, 1950. 

Lancet, 2: 1037, 1952. 

" Med. Illustrated, 9: 451, 1955. 
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Laymen may eventually find the best by the 
natural processes of trial and error— 

a course not open to the doctor. 
Fortunately in most fields he can draw 
upon a wealth of accumulated experience. 
In infant feeding generations of doctors have 
placed their faith in Cow & Gate Milk Food 
with unfailing success. 
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The LENTE INSULINS represent 

undoubtedly the most successful advance 

made so far in the fight to control 

o diabetes. Since their introduction, they 
* have been widely accepted as being 

the only form of prolonged insulin for 

use in the future. A recent survey 
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shows that of 1030 patients treated, ; 
96% were satisfactorily stabilized 
on just one injection per day of ‘Lente’ 
unanimity Qe yes, the verdict is unanimous 
The range of ORIGINAL DUMEX 


LENTE INSULINS has now been extended 
to include strengths of 80 LU. per mil. : 
INSULIN NOVO LENTE 

10 mil. vials of 40 LU. per mi. 

10 mi. vials of 80 1.U. per mi. 
INSULIN NOVO SEMI-LENTE 

10 mil. vials of 40 1.U. per mi. 

10 mi. vials of 80 I.U. per mi. 
INSULIN NOVO ULTRA-LENTE 

10 mi. vials of 40 1.U. per ml. 

10 mi. vials of 80 I.U. per mil. 


The usual lengths of action of 
the different types are: 


Insulin Novo Lente --about 24 hours 
insulin Nove Semi-Lente --about 12 hours 
_ naulin Nove Ultre-Lente --over 30 hours 


The DUMEX LENTE INSULING are the 
ORIGINAL LENTE INSULINS 
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The impediment of right ventricular function 
and its strain are a gradual process. In the first 
stage of emphysema the heart and the circulation 
are within normal limits. As the disease progresses 
further hypoxia occurs leading to reflex pulmonary 
hypertension particularly on exercise (Selzer'*). 
In the last stage circulatory failure becomes mani- 
fest. This may be yradual, but more often it is 
precipitated due to an acute bronchopulmonary in- 
fection or due to an attack of severe bronchospasm. 
In these episodes of emphysema heart failure the 
pulmonary hypertension and enlargement of the 
right ventr:cle are transient and _ reversible 
(Mounsey et al* and Simpson"). 


Skiagram for the diagnosis of cor pulmonale in 
upright position in the P.A. view is not reliable. 
The prominence of the pulmonary arteries, an 
allegedly characteristic sign could be detected only 
in 30 per cent of Halmagyi’s series. In chronic 
cor pulmonale a small heart with big conus is parti- 
cularly noticeable. The small heart is apparent. 
Cochran Shanks and Kerby" suggest that a skia- 
gram in supine position will reveal the real increase 
in the size of the heart, 


The cardiographic criteria of right ventricular 
hypertrophy and strain in chronic emphysema 
according to William Evans" are: a deep S in LI, 
inverted T,, depressed S-T in LII, a tall R in 
right precordial lead and a deep S in terminal 
left precardial lead. Mounsey et al'* made cardio- 
graphic studies on 16 patients with severe pul- 
monary emphysema. Their criteria were: A 
prolonged time interval between the beginning 
of the QRS complex and the onset of the 
intrinsicoid deflection in V,, a total duration 
of QRS complex less than 0°12 sec., a tendency 
to a small Q wave in V,, a reversal of the 
ratio of the amplitude of R and S waves in 
V, and V,, (large R in V, and a prominent S 
in V,), a tendency of inversion of T in V, to an 
upright T in V, and absence of notching of R in 
V, and with those criteria they found E.C.G. 
evidences of right ventricular hypertrophy only in 
2 cases. In one of their cases gross right ventri- 


** A.—Am. J, Med., 10: 334, 1951. 


" Lancet, 1: 197, 1954. 
A Text Book of X’Ray Diagnosis, 2nd Ed., Vol. 2, 1950 


p. 63. H. K. Lewis & Co, Ltd., London, 
" Cardiography, 2nd Ed., 1954, p. 114. Butterworth & 
Co. Ltd, 


** Mounsnry, J. P. D., Ritzmann, L. W. SELVERSTONE, 
N. J.—Brit.. Heart J., 14: 442, 1952, 
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cular hypertrophy was found at autopsy without 
any cardiographic evidence of right ventricular 
hypertrophy. Maurice Campbell"’ in an editorial 
has stated that a large S, and R, with insignificant 
R, and S, are quite unusual in chronic pulmonary 
disease. The actual size of R and S waves in V, 
in normal subjects is about 5 mm, and 10 mm. 
respectively. In pulmonary disease inspite of asso- 
ciated gross right ventricular hypertrophy the R 
is 44 mm, and § 133 mm. (Thomas"*). 


Evidences of right ventricular hypertrophy, 
if they develop, are late events in emphy- 
sema heart disease. The value of E.C.G. is more 
confirmatory than diagnostic. Moreover the pul- 
monary heart disease with manifest cardiac in- 
sufficiency occurs in majority of cases in advanced 
age, an age where we expect coronary changes. 
Amongst 11 of the patients suffering from chronic 
cor pulmonale with failure it was not possible for 
Lewis et al'*® to rule out additional diagnosis of 
arteriosclerosis in the older age group, The nega- 
tive T and a depressed S-T may therefore be ex- 
plained by the fact that chronic cor pulmonale is 
the disease of age where a certain amount of coro- 
nary arteriosclerosis may be present. 


The treatment of chronic cor pulmonale is the 
treatment of the respiratory infection and broncho- 
spasm and right-sided cardiac decompensation. 
Caution is needed in the free use of oxygen inhala- 
tion. To avoid serious respiratory acidosis oxygen 
inhalation should be intermittent and concentration 
increased gradually. Digitalis is indicated when- 
ever there is right sided congestive failure, and in- 
spite of the theories against use of digitalis, clinical 
improvement is noticeable. Immediate effect of 
digitalis as studied by Mounsey et al’ by cardiac 
catheterisation in pulmonary emphysema was rise 
of right ventricular pulse pressure without signi- 
ficant changes in the cardiac output. Recently the 
use of carbonic anhydrase inhibitor has been found 
effective in right-sided decompensation due to 
chronic cor pulmonale. 


Pulmonary hypertension in emphysema and 
consequent right ventricular decompensation are 
not due to one factor only. The resultant physio- 
logical abnormalities are of far greater importance 
than the structural changes. 


"' Brit. Heart J., 14: 204, 1982. 
Ibid., 10; 282, 1048. 
Lewis, C. 8. Samums, A. J., Datwes, M. C, ann 


Hecar, H, H.—Circulation, 6: 874, 1952. 


CURRENT MEDICAL LITERATURE 
Associated with Protein 
Natural History of Anaemia 


Woopkury (Brit, M, J., 1: 1298, 1955) gives in the 
following lines the summary of his Goultonian lecture on 
the natural history of anaemia associated with protein 
malnutrition ; 


EVOLUTION OF NUTRITIONAL MACKOCYTIC ANAEMIA 
ASSOCIATED WITH LIVER DAMAGE 
| 


Maternal protein malnutrition 
Liver damaye in foetus 


Survival Death 
Protein deficiency in childhood 


Kwashiorkor with associated anaemia 


Survival with Ls st liver damage Death 


Liver damage may In women preg- 

be aggravated by nancy with the as- 

chronic malnutri- sociated foetal nu- 

tion in later life tritional demands 

and be associat- may lead to aggra- 

ed with anaemia, vation of liver 
damage and anae- 
mia, 


May suffer no 
further aggrava- 
tion of disease 


Among certain commanities children may be born with 
livers already damaged by maternal malnutrition. If they 
survive they again pass through a period following 
weaning during which the demand for protein imposed 
by growth is greater than the supply, and the liver is 
liable to be damaged. At these times an anaemia and 
other signs of malnutrition may develop. The anaemia 
is associated with a macronormoblastic marrow and with 
red cells which are broader and thinner than normal. 
Many succumb while passing through this stage in 
childhood ; others recover, but probably the majority of 
these latter are left with some hepatic damage and 
fibrosis. Nevertheless the fanctional reserve of the liver 
is such that, in spite of this, the patient manages until 
he or she passes through a period in which demands 
for protein are again in excess of the available supply. 
In women this state may occur in acute form during 
pregnancy, foetal growth being the precipitating factor. 
In adult males and non-pregnant females the disease is 
less common, but when seen in hospital practice in 
Nigeria it usually represents a late stage of a chronic 
process. It develops if the diet is markedly and chroni- 
cally deficient in protein, and particularly if parasites 
impose an additional drain on deficient supplies of 
nutrients. In these cases one of the factors in the 
causation of the anaemia may be that haemoglobin in its 
production can draw on plasma proteins, as has been 
shown by Whipple, and thus when these proteins are 
abnormal or deficient the production of haemoglobin may 
he affected. In these cases abnormality, as distinct from 
deficiency, of plasma proteins may arise from the pro- 


duction of antibodies containing protein, or from liver 
disease, it being established that the liver plays an im- 
portant part in protein synthesis. 

The characteristics of protein malnutrition in Nigerians 
are similar whether it occurs in childhood, in pregnancy, 
or in adult life unassociated with pregnancy. In many 
cases the disease starts in early life, or even in in- 
trauterine life, and progresses as it is aggravated during 
periods of growth or deprivation until finally it ends in 
advanced hepatic cirrhosis with all its concomitant 
haematological and other features. This stage may even 
be reached in childhood. 


Many of the clinical and pathological states considered 
in this work are gross and unlikely to be encountered in 
Great Britain. Nevertheless they provide an insight into 
the function of various organs and tissues, and into 
processes which may affect the body in a less florid form 
in the temperate zones in conditions—such as nephrosis, 
exudative dermatoses, burns, alcoholism, and cirrhosis of 
the liver—resulting from non-nutritional causes. 


A B O Blood-Groups and Gastric Acidity 


Koster and orHers (Lancet, 2: 52, 1955) write : 

The A BO blood-grovps have been investigated in 680 
cases of duodenal ulcer, 337 cases of gastric ulcer, 106 
cases of gastric carcinoma associated with free hydro- 
chloric acid in the stomach, and 195 cases of gastric car- 
cinoma associated with achlorhydria. The controls were 
14,304 healthy people from the same locality. 

The patients with duodenal ulcer, in whom the secre- 
tion of hydrochloric acid was greatest, included 50-2 
per cent with group O and 38-4 per cent with group A. 

In patients with gastric carcinoma associated with 
achlorhydria 33:2 per cent were of group O, and 564 
per cent were of group A. 

The frequency of blood-groups B and AB was not 
similarly reversed. 


Ventricular Aneurism of the Heart 


Vax, (Am. Heart J., 49: 934, 1955) from an analysis 
of the observations on twenty proved cases of ventricu- 
lar aneurysm describes the following clinical signs, 
hitherto undescribed in the literature, namely, (1) an 
anomalous location of the cardiac impulse (50 per cent 
of cases), (2) a myotonic cardiac impulse (65 per cent), 
(3) a double thrust or reduplicated impulse (20 per cent), 
(4) a wavy impulse or cardiac shudder (30 per cent), 
(5) a heaving left costal margin, (6) stony dullness over 
the precordium, and (7) a loud and long, musical or 
“cooing” systolic-diastolic murmur. These signs are 
briefly described with a view to stimulate further in- 
quiry into the matter. 


Depression by Quinidine 


FINNEGAN AND Trounce (Brit. Heart J., 16: 341, 
1954) observe that amongst 115 patients treated with 
quinidine for cardiac arrhythmia at Guy’s Hospital, 
London, 3 developed severe reactions, which were fatal 
in one. The main changes noted electrocardiographi- 
cally in these cases indicated depression of the bundle 
and nodal tissue. In 5 further cases electrocardiographic 
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abnormalities were noted in the absence of symptoms of 
collapse. These abnormalities again indicated depres- 
sion of various parts of the nodal or conducting tissue, 
but in some cases ventricular extrasystoles or tachycar- 
dia were present in addition. It was found that the 
experimental administration of quinidine to rabbits pro- 
duced effects similar to those seen in man. Various 
substances—adrenaline, noradrenaline, phenylephrine, 
caffeine ephedrine, and acetyicholine,—were used in an 
attempt to revive the heart depressed by quinidine, 
adrenaline being the most effective both in the isolated 
perfused heart and in the intact animal. The applica- 
tion of these findings to the treatment of cardiac arrest 
in man following the administration of quinidine is dis- 
cussed. 


Lung Lesions in Rheumatoid Arthritis 

AROnoFF AND oTHers (Brit. M. J., 2: 228, 1955) give 
in the following lines the summary of their observa- 
tions : 

The case histories of 253 patients with rheumatoid 
arthritis, chest x-ray findings of 130 of these and of 
130 non-rheumatoids, and post-mortem findings of 42 
rheumatoid cases and 42 controls were reviewed to de- 
termine the incidence of pulmonary lesions in a rheuma- 
toid and non-rheumatoid series of patients. 

1. No specific lung lesion was found which could 
characteristically be associated with rheumatoid arthritis. 
2. The clinical and post-mortem incidence of various 
non-specific pulmonary lesions appeared to be rather 
greater in the rheumatoid patients than in the control 
series, but no one particular lesion was outstanding. 

3. In patients with clinical and radiological evidence 
of pulmonary disease, no temporal correlation was ob- 
served with exacerbations of rheumatoid disease. 

4. In this comparatively small group of patients 
studied, no example of what has been described as 
“rheumatoid lung” or ‘“‘rheumatoid lung syndrome” was 
observed. 

5. Four cases are cited in detail, illustrating what 
have been in our experience the most difficult of the 
problems of differential diagnosis of lung lesions in 
rheumatoid arthritis. 


Aspirin and Uleer 


Mure anp Cossar (Brit. M. J., 2: 7, 1955) write that 
aspirin is a serious gastric irritant, particularly in peptic 
ulcer patients. 

It plays a significant part in exacerbation of ulcer 
symptoms and is at least a contributory cause in one 
in eight cases of haematemesis and in one in five of 
that group with no major dyspeptic history, 


Effect of Oxytetracycline im Streptoceccal Sore Throat 
on Incidence of Acute Rheumatic Fever 
Med., 42: 5, 


CATANZARO AND oTHERS (Ann. Int. 


1955) from an analysis of the results of treatment of 
506 patients with streptococcal exudative pharyngitis wijh 
oxytetracycline administered for five days (four hundred 
eighty patients who received no specific therapy serving 


as control) observe: 
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In the dosages cmployed, oxytetracycline reduced the 
convalescent streptococcal carrier rate 55 per cent as 
compared to the control group. In addition, the average 
antistreptolysin response in the treated patients was 
49 per cent less than that observed in the control pa- 
tients. Maximal inhibition of antibody production occur- 
red in the treated patients in whom the infecting orga- 
nism was climinated, 

Recurrent pharyngitis occurred more frequently in 
the treated group, particularly in those patients who 
remained carriers, The clinical illness usually 
developed within two to three weeks after therapy had 
Suppurative complications were of 


sect 


been discontinued. 
infrequent occurrence in both groups. 

Rheumatic fever developed within 35 days after the 
onset of the streptococcal infection in 12 patients in 
the control group and in five patients in the group 
treated with oxytetracycline. ‘The attack rate was re- 
duced, therefore, from 2-4 per cent in the control group 
to 0-99 per cent by therapy with oxytetracycline. 


Dientamoeba Fragilis, an Intestinal Pathogen 

SWERDLOW AND Lurrows (J.4.M.A., 158; 176, 1055) 
write that the frequency with which Dientamocba fragilis 
is found in the appendix, its preference for red blood 
cells when they are available, and the concomitant oc- 
currence of fibrosis of the appendiceal wall in all cases 
of D, fragilis infections of the appendix incriminate it as 
a pathogen. Nearly half of the observed cases were in 
children, an age group that rarely shows a fibrotic con- 
dition of the appendix. Inasmuch as this amocbha causes 
various clinical symptoms, ingests blood cells, and causes 
tissue changes in the host, infections should be treated 
whenever encountered. 


Acetazoleamide in Acute Respiratory Acidosis 
995, 1955) write that 


acetazoleamide, was 


WISHART AND Isaacs (Lancet, 1: 
the carbonic anhydrase inhibitor, 
given to 3 patients with acute exacerbation of chronic 
respiratory acidosis. 

Increased urinary excretion of bicarbonate and a fall 
of the serum-bicarbonate level resulted. 

In all 3 cases there was clinical deterioration, 2 of the 
patients died, and the 3rd recovered when the aceta- 
zoleamide was withheld, 

It is concluded that acetazoleamide may be detrimen 
tal im acute respiratory acidosis 


Diaphragmatic Breathing in Chronic Pulmonary 
Emphysema 

Mituge (Am. J. Med., 17: 471, 1954) from the study 
of the effect of diaphragmatic breathing in 24 patients 
with chronic pulmonary emphysema observes : 

The results showed that diaphragmatic breathing pro- 
duced a striking increase in tidal volume at a lower 
respiratory rate, a lowering of the respiratory midposi- 
tion and more effective dlveolar ventilation, with in- 
creased arterial oxygen saturation and decreased carbon 
dioxide concentration. There was no significant in- 
crease in total ventilation, except when this had heen 
initially diminished. The author concludes that training 
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in diaphragmatic breathing produced improvement in 
pulmonary function, and that this is associated in many 
cases with a more effective cough mechanism, resulting 
in better evacuation of bronchial secretions. 


Respiratory Acidosis in Emphysema 

COHN AND ofmers (Am. J. Med., 17: 447, 1954) after 
a study of 8 emphysematous patients, 5 with acute 
respiratory acidosis and 3 with chronic acidosis observe : 

In the acute cases pulmonary infection and acute heart 
failure were superimposed, and in the chronic cases cor 
pulmonale was present, 

Treatment which included administration of broncho- 
dilator drugs, antibiotics, and oxygen and breathing 
exercises or the use of mechanical respirators, was suc- 
cessful in reversing the acid-base abnormality in the 
acute cases but not in the patients with chronic carbon 
dioxide retention, It is pointed out that the main 
dilemma in the treatment of these cases consists in the 
fact that the patient suffers from both hypoxia and 
hypercapnia, and that treating the former with conven- 
tional oxygen therapy increases the severity of the latter. 


Dyssplenism 


ReINHARD aND Loge (J.A.M.A., 158: 629, 1955) in 
dealing with dyssplenism secondary to chronic leukaemia 
or malignant lymphoma observe : 

The fact that a given patient with chronic lympho- 
cytic leukaemia or malignant lymphoma has a disease 
that is known to be capable of damaging the bone 
marrow and eventually resulting in anaemia, thrombo- 
cytopenia, or leukopenia should not blind the clinician 
to the possibility that depression of one or more of 
these cellular elements in the blood may be mediated 
through a splenic mechanism. If it can be demonstrated 
that the patient is destroying red blood cells at an 
abnormally rapid rate, or if the patient has a thrombo- 
cytopenia or granulocytopenia in spite of a marrow that 
appeats to be capable of producing those cells in ade- 
quate numbers, splenectomy should be seriously con- 
sidered, At times, this therapeutic approach can be of 
significant value from a _ palliative standpoint even 
though the patient has far-advanced malignant disease. 


Roentgen Examination of the Acute Abdomen 

Youne (Radiology, 64: 483, 1955) in the Carman lec- 
ture mentions that rcentgen examination of the abdomen 
reveals manifestations of many acute abnormalities and 
therefore it is an invaluable aid in their recognition and 
evaluation, It is of great value in demonstrating the 
site and frequently the character of the acute process, 
thus enabling prompt and effective treatment. This in- 
formation is often made available by plain-film examina- 
tion, but a contrast medium is occasionally necessary. 

The roentgen findings in many acute abdominal con- 
ditions are discussed, including mechanical, vascular and 
paralytic ileus; volvulus; intussusception; external and 
internal hernia; perforation of a hollow viscus, with re- 
sultant gas in the peritoneal or retroperitoneal spaces ; 
calculous disease, and inflammatory, cystic, and neoplas- 
tic enlargements of the gallbladder, pancreas, and kid- 
ney; appendiceal, pelvic, and subdiaphragmatic abscess ; 
rupture of the kidney and spleen. 


CURRENT TOPIC 


MEDICAL SERVICES IN THE REPUBLIC OF 
IRELAND{ 


P, J. DELANEY, 
Secretary, Irish Medical Association. 


INTRODUCTION 


In the Republic of Ireland, as in most other coun- 
tries, there has been a growing intrusion by the state 
into almost all fields of medical practice with conse- 
quent encroachment of state influence and control over 
these services which had formerly been provided by 
voluntary agencies. 

While medical practice in Ireland has not become as 
“socialized”’ as in a number of other European countries 
the threat of more state interference, attuated as it is. by 
political expediency, remains a constant danger. 

The Irish Medical Association supported by the more 
educated and thoughtful classes has, with varying suc- 
cess, vigorously opposed this state paternalism. The 
association has always expressed its desire for the best 
possible services conditional on full clinical freedom 
and other necessary safeguards. 


Hospital, SWEEPSTAKES 


No survey of the medical services in Ireland would 
be complete without some information on the Irish 
Hospital Sweepstakes Fund. Since the Hospital Sweep- 
stakes were instituted in 1932, 30% million pounds have 
been given to the hospitals of which roughly 18 million 
pounds have been given to voluntary hospitals to help 
them meet their deficits, and 13 million pounds have 
gone to state hospitals. In the beginning the sweep- 
stakes were instituted to aid the voluntary hospitals 
only, but after a few years when it was found to be so 
successful the state entered into the situation and start- 
ed aiding the state hospitals from the fund. In addi- 
tion the state has applied a 30 per cent stamp duty 
on the tickets and has taken in 7 or 8 million pounds 
by this method, There are about 10 million pounds in 
the sweepstakes treasury. Prior to the sweepstakes, 
the private hospitals were financed by grants and gifts 
from private individuals but these sources have gradual- 
ly ceased, due to the economic situation of the indivi- 
dual. Costs for maintenance and drugs continue to in- 
crease. Hospitals have a deficit each year and are 
paid by the sweepstakes. The government has com- 
plete control and charge over the administration of a 
private hospital. 

There is a difference of opinion on the sweepstakes. 
Some regard it with disfavour as a national lottery for 
the solution of an urgent problem. This is true and 
the government uses this fact as a means of pressure 
upon the medical profession. It is unfortunate and 
creates a social problem. A summary of the legislation 
which curtails the doctor proves the point. 

« Present medical services may best be appreciated 
by dividing the population (approximately 3,000,000) into 
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three classes—the ‘“‘necessitous poor’, the middie in- 
come group, and the upper income group. The total 
population is almost equally divided into these three 
groups. 

THe Nsckssitous Poor 

In Ireland there is no definition or income level set 
to indicate a ‘“‘poor person.’’ Any person who by his 
own effort is unable to provide medical service for 
himself or his family can be classified as ‘‘necessitous 
poor.” The tickets are issued by the local wardens, A 
large majority of the patients never have a ticket. The 
doctors know the patients, their circumstances and the 
conditions and, therefore, they are treated free of charge. 

For this class a full range of domiciliary, consultative 
and hospital services is available free of all charge. 
Owing to difficulty of interpretation of the term “‘neces- 
sitous poor’’ considerable abuses exist under which large 
numbers, not strictly entitled to this ‘free’ service, 
avail themselves of its provisions 

Each area has a part-time dispensary doctor who is 
on call to aid all those people classified as the ‘‘necessi- 
tous poor.” It is his duty to attend them day or night 
without charge. If their need is beyond his capacity 
he can recommend any form of treatment he desires for 
them. Domiciliary care is provided by part-time 
salaried District Medical Officers plus nursing auxi- 
liaries. Consultant and hospital care is provided by 
District or Cottage Hospitals, large County Hospitals 
and, where specialised attention is required, by the 
voluntary teaching hospitals. For this group all medi- 
cations are supplied free. 

Thanks in large measure to funds acquired from the 
Irish Hospital Sweepstake Funds a great extension of 
state supported hospitals has taken place staffed by phy- 
sicians and surgeons who are largely whole-time and 
in this way local consultative services at a high level 
are available throughout the country. 

Here it should be stated that all medical appoint- 
ments to the local or central authority services are made 
through a statutory body known as the Local Appoint- 
ments Commission on whose selection boards the pro- 
fession has very liberal representation. 

Ireland has, in addition to its medical service, an 
extensive social service which has its own funds which 
are administered by the local authorities. This pro- 
vides actual needs at a low level. 

Mippie Income Group 

Under recent legislation the middle income group 
will be entitled to “free” or almost “free” consultant 
and hospital services. Except in the case of maternity 
services they will still have to pay for domiciliary treat- 
ment, as it is felt by all concerned that in this respect 
there will be no undue hardship. 

Uprer Income Group 

No “‘free’”’ treatment is envisaged for people in the 
upper income group except that their children up to 
six years of age will be entitled to “free” treatment at 
Child Welfare Clinics, families will be entitled to “‘free’’ 
maternity services on payment of £1 per year, and all 
will be entitled to free institutional treatment for 
scheduled infectious diseases, 
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In addition certain people in this class may, by virtue 
of special circumstances, apply for provision of free 
consultant and hospital services, provided the local au- 
thority is satisfied that their claims are genuine. 


or Doctors 


Approximately 2,500 doctors are in active practice in 
Ireland and this number is considered adequate having 
regard to the fact that the country in general is so light- 
ly industrialised. 

Of the doctors, 1,500-1,600, are family doctors or 
general practitioners, about 650 of whom are district 
medical officers paid by the local authorities and are 
part-time. The remainder are private practitioners. 
About 500 consultants are whole-time medical officers of 
health, mental hospitals, etc. The whole-time officer 
is provided to give medical service to the indigent class 
but in most cases they are allowed to have a small oum- 
ber of private beds for their private patients. However, 
they may not use these beds if they are needed for the 
indigent class. Specialists are provided for the indigent 
in the hospitals free of charge. This may be altered 
with the new legislation. 

REMUNERATION 

The average full-time hospital doctor, a specialist 
with 35 years of practice, receives a salary of from 1,200 
to 2,000 pounds a year and may also have a free house. 
This varies with the size of the hospital. 

The rate of fees charged by the private practitioner 
varies from district to district and from family to family, 
The average would probably be between 5 and 10 shil- 
lings for a home visit by the family doctor, the rate 
being lower if it were near and more if it were far 
for the doctor to travel, Specialists receive a somewhat 
higher fee, although this depends a good deal upon 
the doctor who refers them. The rate could be from 10 
to 50 pounds depending on the circumstances. Ireland 
is a small country and the rate is frequently adjusted 
between the patient and the specialist. The average in- 
come of a general practitioner is from 1,400 to 1,500 
pounds a year depending upon whether he is in the 
city or in the country. 

Consultants do not hold positions on a hospital staff, 
They serve the hospital patients free of charge and 
charge a consultation fee only when the patient is seen 
in the office, home, or nursing home. 

MEDICAL EDUCATION 

The medical schools of Ireland educate a larger supply 
of doctors than the country needs and an increasing 
number of students are electing to study medicine, At 
the present time about 80 per cent of the graduates from 
medical school must be exported to other countries, The 
medical schools are subsidized from state funds as the 
fees charged the students are insufficient to cover the 
expense. Indirectly sweepstakes money is diverted to- 
ward medical education as the deficit of teaching hospi- 
tals is made up from the sweepstake fund. The num- 
ber of foreign students in the medical schools is strictly 
limited. These students come from various parts of 
Africa, Trinidad, Canada, and the United States and 
make up less than 5 per cent of the medical school en- 
rollment. 
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The possibility of limiting admission to medical 
school or any other branch of learning in Ireland is 
subject to public controversy. Such a limitation would 
be an infringement on personal liberty. The standards 
of education and examinations are being improved. The 
social wastage through exportation of the educated por- 
tion of the population, not only in medicine but in all 
fields is a serious national problem. Cooperation is be- 
ing sought to save this national heritage. The number 
of doctot» in practice .» Ireland has been increased and 
the percentage of wastage reduced. However this wast- 
age still amounts to 40 doctors annually. 


Hosrital, Services 

In general it is felt that sufficient hospital beds are 
available in the various Voluntary and State Hospitals 
for every day requirements except for those needed for 
mental patients, None the less a big programme of 
hospital construction is under way to replace outmoded 
institutions and provide specialist facilities for diseases 
and disabilities requiring specialist care and attention. 


INFECTIOUS DISRASES 
As noted above all persons are entitled to “free” 
institutional treatment if suffering from any of the 
scheduled infections diseases, whilst in addition special 
weekly grants are made to the families of patients in the 
lower income groups, 


VOLUNTARY INSURANCE 

Some years ago, dissatisfied with the existing medical 
services then available in this country, and recognising 
that for many responsible and conscientious members 
of the community the cost of consultant and hospital 
services might constitute a major financial and domestic 
catastrophe, the Irish Medical Association put forward 
for government consideration a scheme of voluntary 
state-aided contributory insurance to cover these services, 
The scheme was not found acceptable by the govern- 
ment then in power. Vollowing a change of govern- 
ment, the present Minister for Health recently appointed 
an Advisory Committee widely representative of al! 
interests concerned, to consider the feasibility of intro- 
duction of such a scheme. On this committee, the 
Irish Medical Association has direct representation. 


Soca, Services 

A wide range of Social Services exists whereby pro- 
vision is made for pension or allowances to persons in 
the following categories—all over 70 years of age, blind 
persons, widows, unemployed, disabled. Payment in 
respect of some of these is subject to a “means” test. 
Children’s allowances are paid to parents where the 
number of children is in excess of two. 


CONCLUSION 

The medical services of Ireland are a topic of con- 
stant debate and vexing controversies. The medical 
profession is accused or complimented on bringing about 
the defeat of one government. The medical profession 
constantly stresses that it favors the best quality of 
medical service that the country can provide and that 
good health services cannot be purchased at bargain 
sale prices. The medical profession of Ireland feels it 


is making great progress with the current Minister of 
Health. 


NOTES AND NEWS 
The World Medical Association 


The 9th General Assembly of the World Medical 
Association was convened in Vienna, Austria, September 
20-26, 1955. 

Prof. Dr. A. Spinelli of Italy presided at the opening 
session and inaugurated Dr. Karl Niedergerger of 
Austria as President for 1955-1956. Vollowing an amend- 
ment of the Constitution and By-Laws to provide for a 
Presiding Officer during the business sessions of the 
Assembly, Dr. L. A. Hulst of the Netherlands was 
elected to act during the 9th General Assembly. 

Dr. A. Fernandez-Condé, President of the Cuban 
Medical Association was elected President-Klect for 1955- 
1956 and the three Council vacancies for 1955-1958 were 
filled as follows: Dr. lL. A. Hulst (Netherlands), Dr. 
Dag Knutson (Sweden), Sir Lionel Whitby (United 
Kingdom). 

The venue of the 10th General Assembly was set for 
Havana Cuba to be convened October 9-15, 1956. 


University of Vienna Confers Honours 


During the 9th General Assembly session, the Uni- 
versity of Vienna presented a gold key to Dr. Dwight 
H. Murray, President-Hlect of the American Medical 
Association and to Dr. Louis H, Bauer, Secretary General 
of the World Medical Association, in recognition of the 
contribution these two physicians had made to the pro- 
gress of medicine. 


Burma Medical Association Presents Key 


During the visit of Dr. Louis H. Bauer, Secretary 
General of the World Medical Association to the Burma 
Medical Association headquarters in Rangoon, he was 
made an honorary member of the Burma Association 
receiving from it a gold membership key. 


International College of Surgeons 

The Tenth International Congress of the International 
College of Surgeons will be held in Chicago, Illinois, 
September 913, 1956 in conjunction with the twenty- 
first annual congress of the United States and Canadien 
sections. The Buenos Aires meeting, previously an- 
nounced has been cancelled. 

Further information relative te this Congress may be 
obtained by writing to Dr. Max Thorek, International 
Secretary General, International College of Surgeons, 
850 West Irving Park Road, Chicago 13, Lilinois. 


Nobel Prize for Medicine 


The Caroline Medical Institute awarded this year’s 
Nobel Prize for Medicine to Professor Hugo Theorell, a 
leading Swedish blood specialist. 

The 52-year-old professor, head of the Nobel Institute 
for Biochemistry in Stockholm, is the second Swede to 
receive the medicine prize and is honoured for ‘his dis- 
coveries concerning the nature and mode of action of 
oxidation enzymes’. 

He is said to have come close to some of the foremost 
mysteries of life itself by explaining important features 
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in the complicated mechanism of cell division and meta- 
bolism of cells. 

The research for which he was given the prize dates 
back to 1934 when he succeeded in producing for the first 
time in pure form the so-called ‘yellow enzyme’. 


Dr. A. C, Ukil Elected 1.M.A. President 


At the meeting of the Working Committee of the 
Indian Medical Association held at Trivandrum on the 
i4th, 15th and 16th October 1955, it has been announced 
that Dr. A. C, Ukil of Caleutta has been elected president 
for the forthcoming year. He will preside over the 32nd 
session of the All-India Medical Conference to be held in 
Jaipur on 26th, 27th and 28th December, 1955. Dr. P. R. 
Trivedi of Ahmedabad, Dr. G. V. Joshi of Hubli (Maha- 
rashtra and Karnatak) and Dr. Amiya Kumar Bose of 
Caleutta have been elected Vice-Presidents of the Asso- 
ciation for the year 1955-56. Dr. Ukil and the Vice-Presi- 
dents will assume office on the 26th December 1955 at 
Jaipur, 


Big Changes in Medical Education 


Important recommendations affecting the system of 
medical education in India have been made by three 
sub-committees charged with the task of preparing 
“working papers” for the Indian Medical Education 
Conference, opening on November 19. 

The complete stoppage of private practice by teachers 
serving in medical colleges has been strongly recom- 
mended as a “desirable goal”, by one of the sub- 
committees. The reason why the staff of medical col- 
lege go in for private practice is attributed to insuffi- 
ciently attractive salaries offered by universities and 
State Governments. Only wholetime staff should be 
recruited by medical colleges, and the scales of salaries 
should be generously revised. 

The whole pattern of medical education, which is 
modelled after British universities, has been described 
in the recommendations as being ‘outmoded’ by experts 
who say that even in the U.K. the curricula and 
methods of teaching have also changed during the last 
1S vears. To bring the syllabi in medical colleges more 
in line with modern American and continental practice, 
a number of changes have been suggested. The most 
notable of these relates to shifting the present emphasis 
from written examination to viva voce tests. 

Another recommendation seeks to reduce the existing 
period of study for the M.B.B.S. degree to four and a 
half years. At present the periods vary from five to 
six years. 

This suggestion takes into account the growing need 
of medical men in the country during the Second Five- 
Year Plan period and the costly system of education. 

A uniform system of admission into medical colleges 
is also urged. Some colleges take into consideration the 
past academic records of students before admitting 
them. Others hold competitive examinations 

The sub-committee on syllabi has pleaded for re- 
orientating medical education to suit the needs of rural 
areas. It has been suggested that during the clinical 
period of training, students should visit rural areas and 
serve the local population. During the period of intern- 
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ship, every student must spend at least three months 
in a village dispensary. 


Foreign Doctors in India on Tour 


Altogether fifty-four doctors and their wives, from 
twelve countries of Europe and North America, are 
coming to India on a one-month tour. The object of 
this tour is to strengthen links between India and the 
rest of the world. 


Malaria Control in Second Plan 


The Planning Commission's Health Panel is discuss- 
ing a scheme, evolved by the Health Ministry and the 
health experts of the Commission, to extend during the 
second Five Year Plan protection against malaria to 
200 million people who are exposed to the risk, 

Likely to cost about Rs. 30 crores, the plan involves 
the setting up of 38 new malaria control units in addi 
tion to the existing 162, established under the first Plan. 

It has been estimated that about 100 million suffer 
from malaria every year. Of these about 71 million die. 

When the national malaria control programme was 
drawn up, it was thought that intensive D.D.T. opera- 
tions for three years and a maintenance programme on 
a small seale thereafter would effectively control malaria 
in the epidemic areas. 

The Malaria Institute of India now considers that 
another five-year programme of active operation is neces- 
sary before the changeover to the maintenance stage, 
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The Editor is not responsible for the views 
expressed by correspondents 


B. C. G. Vaccination 


Sin,—We have gone through your editorial dated 
October 1, very carefully and we would like to comment 
on the procedure adopted in this part of the country, 
for B.C.G. Vaccination. 

Some of the workers on this problem suggest com- 
pulsory tuberculin test of B.C.G. vaccinated persons, 
three months afterwards, in order to determine tuber- 
eulin allergy, which indicates presence of immunity in 
B.C.G. vaccinated persons. If found negative, it is 
essential to re-vaccinate with B.C.G., till tuberculin 
allergy to a requisite dilution develops, in order to avoid 
any false sense of security for immunity against such 
a dreadful disease. It has been advised ‘‘to repeat 
B.C.G. vaccination if original inoculation fails to render 
the person tuberculin sensitive.” 

Last year, a son of one of the writers’ of this letter, 
aged about 8 years, having been found to be a negative 
reactor to tuberculin was vaccinated with B.C.G. The 
vaccinating officer did not note the names and ages of 
persons vaccinated, On being insisted to do this, his 
reply was that he had no instraction to keep any record 
in case of mass vaccination. 

There is no doubt that W.H.0., which is not manned 
by “frivolons men”, has sponsored the B.C.G. pro- 
gramme in various countries, as stated in your edi- 
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torial, But does it endorse not to keep records of 
persons vaccinated with living strains of tuberculosis 
bacilli? Another question naturally crops in the mind 
of right thinking man is that how did our popular 
Union Health Minister, arrive at the figure of B.C.G. 
vaccinated persons, in the absence of records? I am etc. 


(Drs.) KaALicat: Banerjen and 


Suri, GURUPRASANNA MUKHERJxE. 


Cardiolipin in the Serology of Syphilis 


recent communication runs: ‘Cardiolipin 
Production; The plant at Calcutta is now in production 
and it is hoped that the entire requirements of VDRL 
antigen for the §S.-l. Asia region will come from this 
plant’ (Daily Press, 1955). 

Ran a communication, late last year, from an inter- 
national Expert Committee on Venereal Infection : 
‘(3) The Expert Committee on Biological Standardiza- 
tion was not able to establish International Standards 
for cardiolipin and for the lecithin in the manner applied 
to Biological substances, as the former may have a shorter 
lifetime (chemical or serological) than the latter’ (W.H.O., 
1954). 

On lecithin runs an observation: ‘Purther work is 
indicated to prepare a single lecithin....the criteria 
for the standard calls for an iodine number of 75 to 85’ 
(Sherwood, 1951). Obviously lecithin which is used with 
cardiolipin in the preparation of the antigen is not a 
constant chemical. 

Your correspondent wrote: ‘Further, limitations of 
the older antigens are known while those of the cardio- 
lipin antigen must await investigations. A _ serologist 
using the latter alone incurs a serious risk and legal 
liability’ (Greval, 1953). The morbid states responsible 
for the limitations are many in the tropics. 

Have the workers in Calcutta considered the adverse 
opinions on the antigen they are preparing for S.-E. 
Asia? IT am ete. 


166, Lower Circular Road, 
Caleutta - 14, 8. D. S. Grevai.. 


Daily Press—-Public Health in §S.-R. Asia, The States- 
man, Calentta, Monday, Sept. 5, 1955, late City Edi- 
tion, p. 4, col. 6. 

Grevat, §. D. 8.—Indian M. Gaz., 88: 196, 1953. 

Simrwoop, N. F.—Immunology, St. Louis, 1951. The 
C. V. Mosby Company, 

W.H.0.—Technical Rep. Series No. 79, Geneva, October, 
1954, page 8, para 2, 


REVIEWS 
Erythromycin-—-Antibiotics Monographs, No. 1.—Dy 


Wallace Herrell, M.p., Pp. viii+56. 
Published by Medical Eneylopedia Inc., New York 


This is the first of a series of monographs that will 
be published on the subject of antibiotics. Erythromycin, 
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although not as much known in this country as peni- 
cillin, streptomycin, chloramphenicol, oxytetracycline or 
chlortetracycline, is one that has been recently intro- 
duced. Dr. Wallace BE. Herrell is not only a pioneer 
in the antibiotic field, he is also one of the outstanding 
authors in the subject of chemotherapy, as such one 
would find in this book everything one would like to 
know about erythromycin. There are nine chapters, four 
devoted on the subjects of history, antimicrobial activity, 
pharmacology, methods cf assay, and methods of admi- 
nistration and dosage, the rest deal with the clinical or 
therapentic aspects. The monograph deals with the use 
of erythromycin when some of the well-known antibio- 
tics fail to control infection and the several dosage forms 
in which it is combined with other antibiotics. This 
monograph therefore will be welcome by all progressive 
clinicians, 


Principles and Practise of Antibiotic Therapy.—Dy 
Henry Welch, ru.p., in collaboration with others. 
Pp. xix+699, Published by Medical Encyclopedia Inc., 
New York, 


In the modern age of antibiotics, any book exclusive- 
ly dealing with the subject in all its aspects will be a wel- 
come addition to the list of those already published. 
Welch’s book is unique in the sense that it is the latest 
one, and deals exhaustively with all the antibiotics that 
are not only being demanded for therapy but even those 
that have possibilities for the future. The chemical, 
pharmacological and the clinical aspects have been ela- 
borately dealt with. Of special value is the information 
given about absorption, excretion, toxicity, doses and 
dosage forms, which in our opinion will answer many 
of the queries which confront the clinicians in routine 
practice. Ten chapters are devoted to the individual 
antibiotics in the order of their discovery, in addition to 
the one on the isolation and development of antibiotics. 
A chapter by Hobby on synergism, antagonism and 
hormesis is as illuminating as it is instructive. ‘The 
problem of development of drug resistance has led to 
many speculations about the necessity of combined 
therapy. Hobby has dealt in a masterly way a subject 
which has far reaching significance for future therapy. 
The growth stimulating property of antibiotics or hor- 
mesis is a new angury in the field. Plants and poultry 
seem to respond to infinitesimal amounts of antibiotics 
in the matter of growth, this effect on human nutrition 
has yet to be seen. 

Eleven chapters giving details of clinical uses of the 
antibiotics in different types of human infections have 
been individually written by eminent authorities on the 
subjects. They have been very well classified and 
arranged and cover almost all the important human in- 
fections caused by bacteria. In addition special chapters 
are devoted to subjects like antibiotic therapy in surgi- 
cal infections, ophthalmology, pediatrics, oral surgery 
and dentistry. We only wish there had been a chapter 
on assay methods, valuable as it would have been to 
those working in laboratories or interested in researches 
on problems connected with antibiotic therapy. 

The book, we believe will serve as a book of refer- 
ence for the practitioners. 
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VIII ORISSA STATE MEDICAL 
CONFERENCE, CUTTACK 


The 8th Orissa State Medical Annual Conference 
was held on the 10th and 1ith September 1955. Dele- 
gates and members of the profession attended the Con- 
ference in large numbers from different rts of the 
State. Dr. J. Dei, was the Chairman of the Reception 
Committee and Dr. 8. C. Das presided. Hon'ble Chief 
Justice L. Panigrahi was the Chief Guest, Sri Satya- 
priya Mohanty, Minister, Health, Law and Home in- 
augurated the Conference. 

There was a Scientific Session in which Dr. B. 
Patnaik and Dr. S. C. Das presided. The Scientific 
Exhibition was opened by Dr, K, N. Misra, President, 
IMA, Orissa State Branch, 


Dr. J. Det, THe CHAIRMAN OF THE 
Recertion COMMITTEE 


Dr. J. Dei accorded a hearty welcome to the dele- 
gates and guests and in her address described in short 
the importance of Cuttack, with its achievements past 
and present. Enunciating the functions of the medical 
profession she said, “Being the custodians of a better 
standard of health for our people, the basic essential 
for any essociation like ours is to see that we resolve 
to put forth what is best in us with regard to our 
services rendered to all humanity while serving our 
people in this State.” 


CALCUTTA 


November 16, 1955 


Dr. K. N. Misra, the President of the Conference 
in course of his address said, 


“Health problem of our country is varied as its 
climate in the different parts. Hach State in our coun- 
try is the master of its own health plan. The Central 
Authority has only the advisory capacity. This system 
of health administration has its advantages ont dis- 
advantages also. Our inter-state relation in health 
matters is meagre and proper co-ordination amongst 
states becomes difficult. Resources of different states are 
also different. Hence an undeveloped state hesitates 
to put an ambitious health plan into effect until finan- 
cial help from the centre is assured, To make India 
one unit, it is the first duty of the Centre to develop 
these undeveloped and partially developed states to the 
level of the developed states so that each state would 
make the same progress and should not feel left out 


Dr. K. N. Paestpent 
or THe CONFERENCE 


Most of the inter-state jealousy will disappear as soon 
as this policy is strictly followed at the centre. The 
second five year plan is in the making and I hope that 
this int will receive due consideration during dis- 
tribution of the central resources for the states for 
future development. 


Rural Health 


India is a land of villages and until we have guaran- 
teed medical aid, preventive, curative and environmental 
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to these vil » our health planning is defective and 
inadequate. ¢ ell know how small is our progress in 
this direction in the first five year plan, which is near- 
ing completion. It has failed to Pail its obligations 
not so much due to lack of funds oe due to ineffi- 
cient administration under the plea of shortage of train- 
ed personnel, 


Type of Medical Aid. 


There are so many systems of medicine practised in 
this country, viz. Allopathy, Homoeopathy, Kaviraji, 
Unani, Nature cure, Divine Cure, Bio-Chemic and so on. 
In addition to these, quackery runs rampant in rural 
area due to lack of proper medical aid and ignorance 
of the people. A sickman in the village feels helpless 
and accepts the advice of any man who offers him 
some hope of recovery, may he be a quack, a diviner 
or @ nature curewalla We have no statistics to show 
how many men die due to such treatment in compari- 
son with those who die for want of treatment. Curious- 
ly enough, our medical statistician is still the village 
choukidar. Human life is not so cheaply valued else- 
where. 

Allopathy, though most scientific is rather expen- 
sive in the eyes of the villager. But cure of the disease 
is only a small part of our health-plan. We have to 
lay stress in the prevention of the disease and in the 
creation of healthy environment so that each individual 
onvers positive health and physical fitness. We have 

ifference of opinion to follow the Allopathic system 
in the prevention of the disease and in creating healthy 
environment by Allopathic Drugs and Chemicals, We 
are committed in our poy that preventive and 
curative sides of medical aid should both be amalgamat- 
ed so that a doctor can look after both sides at the 
same time and develop an outlook more to the need 
of the community than to the individual. Then will it 
not be very economical if we follow the same system 
of medicine in both curative and preventive sides? 
Again in the curative side, Surgery of the Allopathic 
system stands no competition t is only the use 
drugs in diseases that is under controversy. Why not 
make a thorough analysis of the drugs and the me- 
thods of their use in the different systems of medicine 
by the assistance of a conjoined board of doctors of 
each system to find ont the truth in their efficac 
Allopathic age are however getting day 
day and will become still cheaper when the pharma- 
ceutical industry grows more in our country. 


THe PResIDENT AND DeLeGaTes ov Tux Orissa STATE MEDICAL CoNFERENCE 
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Medical Education, 


A Medical Practitioner now-a-days is not only called 
upon to cure a sickman but also to prevent sickness in 
the family and in the community. He has to study 
also the local condition and give necessary advice for 
health, social, physical and mental. Hence the train- 
ing of the doctor must change according to the 
sent conception of medical aid. The Indian Medical 
Council as well as the Government of India are plan- 
ning to call a conference of eminent teachers of medi- 
cine to draw up a suitable curriculum of study in the 
Medical Colleges. There has already been a world con- 
ference for the change of medical curriculum. It is 
not possible and not necessary to produce an inter- 
nationally uniform medical curriculum, provided certain 
fundamentals are always observed, the practice of medi- 
cine must be as variegated in its trimmings as the 
flags of the nations of the world. In the training of 
the basic doctor, the scientific, pre-medical and pre- 
clinical courses should be more applied on clinical stand- 
o, and details should be left out for special study. 

e clinical course should be more integrated than at 
present. 


Medical Research. 


The Allopathic system of medicine is regarded in 
this country as foreign only because most of the re- 
searches in medical science and inventions of new medi- 
cines are being done elsewhere. We practise this system 
of medicine with the knowledge mostly derived from 
other countries without contributing our own quota to 
the progress of the science. This state of things can- 
not go on for ever. 


It is now time that ps of our young doctors 
with aptitude for research, should be trained up to 
carry on systematic research in different branches as 
wholetime workers. Adequate funds should he allotted 
for this purpose even though the outturn of the benefit 
may not be apparent in the beginning. Nature has 
provided this country with innumerable medicinal herbs 
and chemicals and it is upto our research-workers to 
unfold the unknown treasure for the benefit of the 
humanity. 


Care of the old 

Care of the old is a part of the social medicine in 
addition to woman and child welfare and care of the 
deaf, dumb and the mute and of the insane. 


No active 
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steps have been taken in this matter in the first five 
year plan. With the rise of average expectation of life 
on better health plan, there would be many old people 
in the country w would require special care and re- 
habilitation. The best yard-stick to measure the stabi- 
lity of an order in society in relation to the times and 
conditions in which it finds itself, is the happiness of its 
old people. They deserve an honoured place in society 
they have helped to build and they are entitled to the 
—— aid help of the generation they have bred and 
trained. 


Medical Practice 


Medical practice in this country is mostly limited to 
the urban area as a doctor can hardly make a satisfac- 
tory living in the villages, which are mostly inhabited 
by the poor agriculturists. We often tell them to be 
rural-minded but advice has a value only when it is 
practical. A doctor cannot settle «tiers f in a village 
unless a certain amount of income is assured either 
from State or private sources. Most of our rural dis- 


Dre. Georce Patnark, THe ORGANIZING 
Genera, SecRETARY OF THE CONFERENCE 


pensaries are very uately provided with medicines 
and instruments with the result that a doctor there 
cannot show more efficiency than a-village-quack. The 
latter has no medical ethics to follow and no restriction 
for professional advertisement and so he scores amongst 
the illiterate mass. Although we have very inadequate 
number of doctors in comparison with those in other 
countries on population basis, we have no satisfactory 
plan to mobilies them to the best advantage of the 
country. There are many doctors who are practically 
unemployed and cannot earn a satisfactory living, not 
because they are idle and foolish, but because they have 
no means to settle in «4 locality without financial aid 
from + nag or private sources, It will be useful 
if statistics of such unemployed doctors are taken ‘and 
they are rehabilitated soon. 

ere is a tendency now-a-days amongst our col- 
leagues to be too much fussy in medical practice. We 
should fit in to the poor economic condition of our 
pang and devise simple methods of treatment without 

of efficiency. You feel uncomfortable sometimes to 
work in a ye or clinic without the number of 
instruments and you have seen in your teach- 
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ing institutions. But cannot carry the equipments 
of a medical college into a es dispensary. We 
should, therefore, learn how to work with the practi- 
cable minimum. Doctors who are actising in rural 
areas, should see the working of Missionary Hospitals 
situated generally in the interior of the country and see 
how they perform ‘high class’ surgery with a few instru- 
ments and appliances, occasionally obtaining some special 
instrument on loan from the nearest big hospital. Mach 
of our unpopularity in the rural area is due to the fact 
that we become too fussy and too expensive, beyond 
the means of a poor villager. So he runs to a quack. 
A case of pyrexia or a case of cough or chest pain or 
even a case of fracture should be diagnosed by you by 
your clinical sense. If you advise him to get the blood 
or sputum examined or to run to a big hospital for 
X-ray examination before you can diagnose his trouble, 
he cannot afford to get these done and will certainly run 
out of you. I do not mean by this statemnt that these 
examinations are not necssary and should not be done 
where facilities are available and where the patient can 
afford for them but I do not like unusual emphasis in 
those supplementary examinations over the clinical one, 
which only gives the real clue to correct diagnosis. 


Dre. G. B. Momanrty, 
Secretary Treasurer 
or THE CONFERENCE 


The wide understanding and sympathy which are 
associated with good medical practice will be re-inforced 
if we see life as a whole and see it clearly through an 
upholding faith. The basis of this faith is entirely for 
individual decision. In these troublesome times, when 
mankind is finding itself implicated in so many problems 
of life, it is natural that the individual citizen should 
be able to turn to his doctor for advice on the problems 
of his conduct, the solution of which would mean so 
much to his healthy living. It is only the doctor with 
a philosophical trend of mind and a culture of deep 
sympathy for humanity, who can give that help that 
his patient needs. 

he art of a is not confined now to bring about 
only the physical fitness of the patient but ae the 
cheerfulness and bene iness of a mind, A medical 
practitioner has a scientist and a 
philosopher. 


Our Own State Affairs. 


A medical observer who once toured the different 
parts of Orissa casually remarked that Orissa is the 
museum of Pathology. In my opinion, he made a really 
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true statement. But who made this and how? How 
could the land which so many healthy men to 
fight out their independence up to the middle of the reign 
of Akbar, be so easily conv as specimens of the 
museum of Pathology? I am not a student of history 
but what little I know of, I consider the downfall of 
the health of our people happened due to alien rule and 
to dismemberment of the state by partial conquests 
causing fall of the economic condition. Whatever it 
was, it became still worse in 1866 when people died in 
millions like cats and dogs. Many people ran to shelter 
homes for food and care, We lost our national culture 
due to poverty and became a backward people in com- 
parison with those of other parts of India. Our reali 
administrators then remained in distant places, portions 
of our state being tagged to other states in the neigh- 
bourhood. We were actually governed by our own 
brothers, who did not consider this part of India as their 
own home and exploited us. We lost our wealth, health, 
courage and even our culture, We had to run to distant 

rts of India mostly as labourers to earn our livelihood. 

he state remain dismembered and mother ‘Utkal’ 
became ‘Chhinnakaya’. The Oriya who are found in 
Burma, Assam Tea Gardens and Calcutta industrial area 


SeCRETARY, 
Orissa State Brancn, 1.M.A. 


Dr. M. C. Mrsra, 


have not gone there on pleasure-trips but in utter neces- 
sity to find out a living, as their own state is unable 
to provide them with employment to improve their 
economic standard, How can one find positive health 
in a ple with such social and economic back-ground ? 
If tly pert of India has to progress equally as any 
other part, the low level in the economic condition, 
education and health should first be brought up to the 
level of other states by extra grants and subsidies. If 
national health service and free medical aid are ever 
planned for India, it is this part which deserves the first 
attention. The peopie here are displaced persons in their 
own houses and require rehabilitation. Here we are 
poor not by our own choice but by historical circum- 
stances already mentioned. The museum of Patholo; 

has to be changed to a museum of ee and it is 
a central responsibility. Ours being an ill developed 
state, we naturally expected a lot of improvements in 
the first five year plan. We know now how little pro- 
gress we have With a population of 1,46,45,946 
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in 1951 and probably a little more by now, we have 
opened or are going to open, as far as my information 
goes, only 26 additional dispensaries, 10 medical-aid 
centres, 12 Ayurvedic dispensaries and 12 Health centres 
in ‘Community Project’ areas. We have started six 
anti-malarial centres to serve a population of 60 lacs, an 
anti-filarial unit to serve about 30 lacs of people. We 
have made some progress in the B, C. G. campaign 
against tuberculosis, the utility of which is still ques- 
tioned in some quarters. Is this list of health activity 
sufficient for a period of five years? Iam afraid if we 
continue to make progress at the same rate in the next 
five years in our health plan, half of our population 
will vanish by the time the third five year plan begins. 

Orissa is a rich soil for hook-worms and probably 
half of oar population in the villages suffer from the 
infection. Lethargy is one of the symptoms of the 
hook-worm disease and it is no wonder that our people 
are proverbially lethargic because of this infection. What 
are we doing for this? Leprosy has a high incidence 
in our State and for this, Government of India wanted 
to establish a research centre here for the particular 
disease. But it has now passed on to another state on 
account of slackness of our administrators. Leprosy 
drugs are cheap now. Should we not arrange com- 
pulsory treatment of all lepers in our state, to eradicate 
the disease completely? Our only medical college at 
Cuttack is still unequipped. It has no up-to-date lecture 
theatre or demonstration rooms. Residential quarters 
are so insufficient that even the staff doing emergencies 
come from outside. The teaching staff are called out- 
side urgently to attend on members and officers of Gov- 
ernment even during their hospital rounds or class-hours, 
and I understand that they sometimes are asked to 
explain if they are late by a few minutes. How long 
would this state of affairs continue in our only institu- 
tion and what lessons would our would-be doctors carry 
for their noble service? 


We have accepted the view that the medical service 
and the health service should be integrated into one on 
the recommendation of the Bhore Committee. What 
have we done for this? The two services are as sepa- 
rate as before, in tight compartments and sub-compart- 
ments. It was accepted by Government that all provin- 
cial services should have the same scale of pay. A 
medical officer was not granted that privilege on the 
plea of income from private practice. Although the 
service itself wanted to work without private practice, 
the request was not heeded. Even the health officers 
who have no private practice, are not allowed the usual 
scale of the provincial service. Why make a principle 
and then break it? 

Towards the end of the first five year plan, with a 
—— over 1,46,45,946, we have only 12d registered 

tors, ic. one doctor for a population of 11,985. It 
will be interesting to know that even Assam with so 
much flood and earth-quake has now 3,000 registered 
doctors for a population of about 92 lacs, i.e., one doctor 
for 3,000 population. The figures for nurses and mid- 
wives are still worse. We have only 228 registered 
nurses, ie., one nurse for a population of 64,237, and 
291 registered midwives, i.e., one midwife for 50,330 
people. What are we doing to train up more health 
personnel ? 

I am not aware of the details of the second five 
year plan for health but I am afraid, as I learn from 
papers, it is also not bold end comprehensive. We have 
urgent need of post-graduate studies in our only medical 
college for future making of teachers and for research. 
We have urgent need of a big hospital, say with at least 
750 beds in the industrial area near about Sambalpur so 
that another medical college can gradually grow there. 
We have urgent need of a hospital of Infectious Diseases 
at Cuttack, for proper segregation of cases from the 
town and for proper teaching of students. We have 
also great need of a Mental Hospital in these days of 
stress and strain. We have great need of health centres 
in the rural area, say, at least 20 in each district. We 
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have urgent need of control of enteric fevers and cholera 
by compuls vaccination as for small-pox, in addition 
to malaria, tuberculosis, hookworm disease, 
leprosy and filaria. We must move fast, plan fast and 
work it out fast. 


Our Association, 


This Association has to take greater part in the health 
programme of the country. Unfortunately Government 
do not show the respect and sympathy it deserves. It 
is always ready to co-operate in every field of activity 
of the health programme of the State and give useful 
advice. In the national up-building of the — 
have a major part to play in social welfare and th 
development. 

Your Association is what you have made it. No work 
can be pursued unless there are people to do it with 
pleasure and sincerity. Unfortunately, many of us 
want the association to pay dividends only and leave 
aside the value of social contact and comradeship in 
profession. So we are unable to work in a systematic 

lan. 

: Membership of our Association is far from satisfac- 
tory. There are only 172 members on the roll. Some 
districts have not even been aware of the activities of the 
Association. Such apathy and such outlook only lower 
you in the eyes of your colleagues and make barren 
of social interest and scientific knowledge. ial con- 
tact is a vital force which enriches your knowledge and 
outlook day by day and once you lose it, you lose interest 
in your life. I request you all who are not yet members 
of the Indian Medical Association to join it soon and 
make it strong and fully representative. 

We are now in the midst of a terrible catastrophhe. 
Nature has been very unkind to us this year. Thou- 
sands of villages in our State are submerged in flood 
and we have no idea of the extent of the damage and 


loss of life. Thousands of our people are without food 
and shelter. Several cases of e bites are already 
reported. Soon after the flood, severe epidemics of 


Cholera, Dysentery and enteric fever will break out, 
which are now-a-days preventable provided timely action 
is taken. In this calamity, Orissa expects every one of 
us to do Ins duty. The doctors and medical students 
have an important role to play in the prevention of 
these epidemics. The State Branch of the Indian Medi- 
cal Association should organise a volunteer medical 
corps and should co-operate with Government in looking 
after the health of these unfortunate people without 
delay. Here is an opportunity to save and to show the 
worth of our Association, I » my appeal will have 
sufficient response. 


The following resolutions were passed at the Con- 
ference : 


1. Resolved that this Conference views with reat 
concern the devastations caused by the widespread 

in the coastal areas of this State and forms a Volunteer 
Medica: Corps for giving Medical Relief to the flood 
affected victims. The money saved from Conference 
Dinner would form the nucleus of the fund for the 
organisation. 

2. Resolved that the Government be requested to 
follow the example of West Bengal in giving special 
allowance to the medical employees in rural areas as 
follows—for Graduates, Rs. /- p.m., for Licentiates, 
Rs. 100/-p.m. 

3. Resolved that the Government be requested to 
form an Orissa Medical Code as soon as possible. 

4. Resolved that the Government be requested to 
take immediate steps for grant of concessions promised 
to the ex-service personnel of the Army Medical Corps. 

5. Resolved that to safe-guard the interest of the 
medical in case oy mishaps not 
due to the negligence of the doctor, the doctor should 
roval of com- 
ical Tribunal 


not be up ~~ Police without a 
petent i authority. (Standing 
consisting of three men 
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6. Resolved that this Association move the Govern- 
ment to take adequate steps to stop quackery in the 
Indian Union. 

7. Resolved that National Health Service being the 
final aim, the Government ‘may be approached to abo- 
lish the saletax an the sale of medicines and medical 
accessaries as immediate step to ease the availability of 
the medicines to the poor. 

8. Resolved that this Conference recommends to the 
State und Union Governments to take earliest possible 
measures in instituting an All —— Cadre for teachers 
of the Medical Colleges in a broader interest of raising 
the stanfard of medical relief equally all over the 
country. This will also enable the — teachers to 
encompass 4 progressive outlook by working in contem- 
porary Teaching and Research Institutions existing in 
the country. 

9. Resolved that in the interests of National Health, 
this Conference urges upon the State Governments, 
University and Public Bodies to take measures as a 
priority programme to provide suitable open spaces, 
play-grounds, gymnasia, etc. all throughout the State 
of Orissa for uplifting the standard of physical health 
of our ple. 

10. Resolved that this Conference strongly urges on 
Government to take immediate steps for changing the 
rules and regulations of the Orissa Council of Medical 
Registration so as to make it fully representative by 
——_ the nominated members by members duly 
elected from amongst the registered medical practitioners 
of Orissa. 

11. Resolved that this Conference is of opinion that 
the Ayutvedic School at Puri be converted into an 
Ayurvedic Research Institute. 

12. Resolved that this Conference requests the Gov- 
ernment to seek co-operation of the Medical profession 
by inclusion of representatives of the Indian Medical 
Association to the Development Committee. 

13, Resolved that the State Government be requested 
to arrange periodical refresher courses at the §8.C.B., 
Medical College, Cuttack for the general medical prac- 
titioners at the State expense. 


L.M.A. QUESTIONNAIRE ON MEDICAL 
EDUCATION 


The Indian Medical Association Medical Education 
Sub-Committee has issued a Circular dated 27-09-55 
to Homy. Secretaries of all State/Territorial Branches of 
the 1.M.A. regarding 1.M.A. memorandum on Medical 
Education in connection with the First World Medical 
Conference on Medical Education and the Second on it 
to be held in 1959 in U.S.A, 

The Circular reads: 

The Indian Medical Association has been requested 

the World Medical Association to present its con- 
sidered views on the subject of Medical Education by 


March, 1956. 
The following proforma has been drawn up by the 
IMA Medical Education Sub-Committee to collect the 


opinion of the different State and Territorial branches 
on this subject. 
The subject has been divided into 4 sections. 
Section I: Ragucpements for entry into Medical 


ollege. 
Section Il: Aims and content of the Medical 
Curriculum, 
se Ill: Techniques and methods of Medical 
Education. 
1 IV: Social and Preventive Medicine, 
You are therefore requested to send the opinion of 
your branch in the way suggested by the 30th November, 


1955 at the latest to the Convener of the Sub-Committee 
C/o. The Bengal Provincial Branch of 1.M.A. 67 Dharam- 
tola Street, Calenutta 13. 
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Apart from the items mentioned above any other 


relevant information or —. if considered necessary 


may also be kindly inclu 
While replying to the questions, you are particularly 


d im your report. 


requested to number the replies in the order the ques- 
tions appear in the proforma. 


. How much Physics should he know? 


SECTION I 


(ROQUIREMENTS ENTRY) 


(a) What should be the correct level of gue 
education for admission into Medical College? 

(b) In view of the proposed abolition of the Sc. 
and the change over to the three year degree 
course what are your views on :-— 

Accepting the pre-university course as satis- 
factory for admission into the Medical College. 
Introduction of a year of pre-medical study after 
the pre-university course,—in a Medical College 
or in a college of Science. 

Prescribing a pass in the 3 year B.Sc. course 
(with pram chemistry, biology, statistics and 
psychology) as minimum qualification for admis- 
sion to the Medical College. 

Should a minimum age be prescribed for admis- 
sion to Medical College? If so what should be 
the minumum? 

Do you consider a liberal and gene education, 
which would include such subjects as History 
of Medicine, broad education m the humanities 
(iiterature, history, politics, sociology) social 
relations of science etc. is necessary to make 
the student more able to grasp the importance 
and implications of the medical and allied sub- 
jects he is required to learn later? If so at 
what stage would you think these subjects should 
be introduced ? 


. What are your views on the; value of the following 


in the selection of a medical student, 
(a2) Competitive examination and 
entry, 
(b) Personality, intelligence and aptitude tests 
(c) A Specific report from his teachers in the gene- 
ral educational institutions where he had studied. 
Since appli- 
cation of physics is necessary for diagnosis, therapy 
and the study of fundamental medical problems, do 
you think it should also be taught during the 
clinical period in collaboration with a teacher of 
internal medicine? 


interview for 


. How much Chemistry should he know? Should the 


teaching concentrate on the understanding of the 
structure and properties of these substances which 
occur in the body and take part in metabolic pro- 
cesses and also the structure of drugs and sub- 
stances used in therapeutic agents? 


. How much Biology including evolution and genetics, 


should he know? 


. What is your opinion on the question of encourag- 


ing entrants from lower economic groups or any 
social groups in larger numbers by State subsidy? 


. Do you think more merit stipends should be insti- 


tuted ? 


. What is your opinion abont reservation of seats for 


women ? 


oe indicate the existing requirements for entry 


into Medical College in your area. 
SECTION II 


(AIMS AND CONTENT OF THe CURRICULUM) 


. What in your opinion should be the aims and con- 


tent of the medical curriculum, Will the sole object 
be the production of a general practitioner or lay- 
ing the foundations of a whatever 
branch of medicine may later be f ? 


. How much applied Anatomy 


. How much ph 


. What in 


. Is an interim year, 
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. How much of Anatomy should the doctor know, 


and at what stages? How much detailed knowledge 
of the human body is necessary for the practising 
doctor and that for developing into a Surgeon? 

uld the doctor know 
and at what stages? 


How much Physiology shouid the doctor know and 
at what stages? Must teaching stress on principles 
rather than on details? Are the students being 
overloaded with facts? How much applied Physio- 
logy should the doctor know and at what stages? 


. (@) Do you think integration of Physiology and 


Anatomy as a single subject or correlation be- 
tween the two in the curriculum will be more 
advantages to the students? If so how could 
this be introduced in the joint course of lectures ? 
If integration of anatomy and physiology is not 
favoured what do you think should be the posi- 


tion of histology with anatomy or with physio- 


y? 
What should be the position of biochemistry— 
as an independent department or integrated with 


hysiology 
jow much Pa should the doctor know 
and at what stages’ Do you think it is — 
finished too early and is being pushed 
upon the museum and the microscope and 
pathology is being confused with morbid ana- 
tomy by students as well as by teacher? 
Is a reduction in the course of pathology from 
2 years to 15 months desirable If so what 
arrangements should be made to teach special 
thology ? 

(c) How much bacteriology should be tanght? 
Should bacteriology be a separate department or 
integrated with pathology. 

armacology should the doctor know 

and at what stages should this be taught entirely, 

chiefly or only partiy in its applied aspect? 

our opinion should be the place and scope 

of the following subjects in the medical curriculum ? 
(i) Pediatrics, (ii) Psychiatry, (iii) Tropical medi- 

cine, (iv) Industrial Medicine, (v) Social and Pre- 

ventive Medicine, (vi) Experimental Medicine, (vii) 

Minor Surgery, (viii) Elementary Medical Statistics 

and design of experiments. 

' year of practical training neces- 

sary before registration? 

Kindly indicate the curriculum in your area. 


SECTION III 


(TeCHNIQUE AND MetHops oF Mepica EpucaTiIon) 


How would you like the following constituents of 
medical teaching to be conducted? 

(2) Hospital side teaching in medicine, 

(b) Hospital bedside teaching in surgery and in the 


theatre, 

(c) Hospital teaching in the ont patients. 

In considering the above three it would be use- 
ful to indicate the value of didactic and demonstra- 
tion procedure and their relative pr ions. Since 
practice cunditions are more closely simulated in the 
out patient department, what definite scope should 
be provided in this respect to the students? 

(@) Home teaching :—Do you think that it will be 
useful for the senior student to utilise sometime 
in visiting patients in their homes as a part of 
a “Home Care” medical team consisting of 
residents, social workers etc. ? 


. What are your views about the usefulness and the 


of organisation of— 

a) Clinico-pathological Conferences, 
(0) Clinice iological Conferences, 
(c) Theoretical Lectures, 

(4d) Demonstrations, 

(e) Group di 
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. Is it necessary to teach the teacher to teach? If so, 
how ? 

. What are your views on the formation and usefulness 
of — 

(a) theoretical papers, (6) practical and oral tests? 

Are both necessary, if so in what — 
Is it possible to dispense with any of these? 

Why students fail? 

Considering the fact that mostly the best students 
are admitted in Medical College do you not think 
there should be very few failures to qualify in the 
first chance? If the answer is Yes, what is the 
remedy ? 

. What are your views on the usefulness and feasi- 
bility of the following as methods of teaching— 

(a) Motion pictures, 

(b) Visual aids, 

(c) The still picture, 

(d) One way observation screen, 

(e) Laboratory training in the teaching of Experi- 
mental Medicine. 

. What is your view on the existing methods of 
Examination? Would you like them to be modified? 
If so in what way? What is your idea of intro- 
ducing seminar system of examination—its impor- 
tance vis-a-vis the University Examinations ? 

. What are your views on the mode of organisation 
of the library and reference services? 

. What is your opinion on the employment of the full- 
time system in Medical Education ? 

. What do you think should be the place of research 
in undergraduate institutions? Considering the fact 
that an understanding of the scientific method, 
which should be an important aim of education, is 
gained only after exposure to a problem, do you 
think, with advancing experience students should 
be given the Mg tp of designing experiments ? 
Kindly indicate the existing conditions in your area. 


SECTION IV 
Tre TeacHtnc or Preventive anp Soctal, MEDICINE 


1. Since the Clinician or General Practitioner of to-day 
is expected to practise both preventive, cure and 
rehabilitation diseases and promotion of health, 
many of which are related to social, economic and 
environmental factors and since the General Practi- 
tioner forms the primary link with the patient in 
his home and community, it is necessary that the 
medical student should be taught to look at medi- 
cine as a social science and to determine the inter- 
connections between health and disease on the one 
hand and biological, social and economic differentials 
on the other. 

If you agree with this statement, do you think 
the integration of teaching, with related subjects, 
should permeate the whole curriculum or only the 
clinical period or a part thereof. 

The present curriculum in the subject of pre- 
ventive and social medicine in most Indian Univer- 
sities arranges for only 1-2 year’s training. Do you 
think this is adequate for the purpose? If you 
don’t think so, would you suggest how best the 
curriculum can be spread through the clinical period ? 

. In view of the Clinical approach to a public health 
subject and the need for collaboration with other 
departments and the community, do you think the 
teacher should be a Public Health Worker or a 
Clinician with a public health outlook and interest? 

Do you think a part-time Professor, as it pre- 
vails now in most Medical Colleges, can adequately 
impart training in the subject or do you prefer a 
whole-time Professorship for the subject? 

. Since the bulk of the students are expected to go 
into general ge do you think a Health Centre 
with domicilli care should be attached to a 
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ship in families and to impart more practical 
training ? 

If there is no such Health Centre attached to a 
teaching hospital, how do you think effective teach- 
ing in the new concepts can be imparted? 

. De you agree that when a general practitioner sends 
a patient to a hospital for diagnosis and treatment, 
that patient, on cischarge, should be returned to 
the general practitioner with relevant notes and 
suggestion and that this practice will influence the 
social outlook of the medical student for follow up, 
rehabilitation and other problems? 

. Since Seciology is still a problem dealing with man 
as a biological creature at what stage in the student's 
career do you wish that some training in sociology 
(including anthropology, economics and ecology) 
should be im rted? 

. As regards the relationship of working environment 
to disease, how much of industrial hygiene, the 
modification of industrial stress and the actual work 
of industrial medical practice should be tanght to 
the undergraduate student? 

. Do you think the student health service of the 
Medical College and the University should form a 
part, of a department of Preventive or Social Medi- 
cine 


BRANCH NOTES 


AHMEDABAD BRANCH—The annual general meet- 
ing of the branch was held on 24-9-55. Office bearers for 
1955-56 were elected with Dr. R. A. Desai as president and 
Dr. A. P. Shukla as hony. general secretary. Dr. R. K. 
Nanavaty and Dr, B, M. Joshi were elected jt. secretaries. 

AHMEDABAD MEDICAL SOCIETY—The annual re- 
port of the society for the year 1954-55 shows that 32 
new members were enlisted during the year, total mem- 
bership coming up to 336 including 2 life members, The 
following meetings were held :—Clinical meetings —26, 
Ordinary meetings—3, Special meetings—4, Extraordi- 
nary meeting—! and Managing Committee meetings— 
16. Regular scientific meetings and discussions were 
held. The subcommittees met regularly and discussed 
matters referred to them. The 6th All India Industrial 
Medical Conference was held in this city in Pebruary 
1955, the members of the society taking active part in 
it. The financial position during the year appears to be 
satisfactory. 

ANANTAPUR BRANCH—The annual meeting of the 
branch was held on 24-90-55. Office bearers for 1955-56 
was elected with Dr. G. Thimmareddi as president and 
Dr, V. K. Rajaram Rao as secretary. Dr. P. T. Sree 
nivasan was elected jt. secretary. Dr. D. R, Manjappa 
of Minto Ophthalmic Hospital, Bangalore read a paper 
on “Use and Abuse of Antibiotics in diseases of the 
eyes”. The annual report of the branch for 1054-55 
shows slight change in membership. Hight meetings 
were held during the year. The financial position was 
satisfactory 

ARARIA BRANCH- The annual general meeting of 
the branch was held on 24-09-55. Dr. B. Taheed presided. 
The annual report for 1954-55 and the audited accounts 
were adopted. Office bearers for 1955-56 were elected 
with Dr. N. K. Mehra as president and Dr, L. M. 
Kurdoo as hony. secretary and Dr. Md. Siddique as 
jt. secretary. 

BHIR BRANCH -A meeting was held on 19-90-55. Dr. 
Gulam Nabi was elected president for 1955-56 and Dr. 
H. R. Kandlikar, hony. secretary. Eleven members 
were present. Dr. Gulam Nabi spoke on cases of In- 
testinal Obstruction, Volvulus and Ticck Typhus. Dr, 
Sham Rao demonstrated a case of Lymphatic Cyst in 
front of neck, Dr. S. N. Deshpande read a paper on 
Vitamin B,,, its pharmacology and therapeutics. 

BIHAR-SHARIF BRANCH—At the annual meeting 
of the branch held on 14-90-55, Dr. R. L. P. Varma was 
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elected president and Dr. M. M, Haque, the secretary 
of the branch for the year 1955-56. 
BIKANER MEDICAL ASSOCIATION—The annua! re- 
t for 1954-55 shows, that 15 new members were en- 
isted during the year. Thirteen meetings were held 
and besides official business, medical and surgical sub- 
jects were discussed and a few cases of clinical interest 
were demonstrated, During an epidemic of Diphtheria, 
the association held a symposium on Diphtheria and 
its prevention, A few scientific films also were shown. 
HIN BRANCH--On 16-10-54, an ordinary meet- 
ing was held, Demonstration of Clinical cases by Capt. 
hg Urumese of General Hospital, Ernakulum was 
. 
was held. Demonstra- 
ureomycin and Polvite 


On 22-10-54, a pons meetin 
tions of two talkie films on 
were held. 

On 27-11-54, an ordinary meeting was held. (i) Ad- 
dress by 5. B. Rao on “The Birth of a new drug” and 
(2) address by Sri V. R. Sastry on “The Problem of our 
fallen Sisters’’ were given, 

On 21-12-54, an ordinary meeting was held addressed 
by Dr. C. O. Karunakaran, President, Travancore Cochin 
Medical State Association on “Employees State Insur- 
ance’’, 

On 12-1-55, an ordinary meeting was held in which 
Prof, BE. Rothlin, Director, Pharmacological section of 
M/s, Sandoz Ltd., spoke on ‘Modern Conception of 
the Autonomic Nervous System and its clinical impor- 
tance,”’ 

On 29-1-55, a special lunch meeting was held to give 
a most befitting welcome to Dr. 8, C. Sen, President, 
Indian Medical Association, 

On 12-2-55, an ordinary meeting was held in which 

Dr, George Coelho, Hony, Pediatrician, Byramjee Jeejee- 
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Hospital for Children, Bombay spoke on ‘‘Convul- 
sions in children”’. 

On 10-3-55, an ordinary meeting was held when 
demonstration of clinical cases by Dr. P. K. Raghava 
Warrier, was held. 


On 124-55, in an ordinary meeting of the branch a 
demonstration of clinical cases was given by Dr. P. K. 
Raghava Warrier. 

On 9-5-55, an ordinary meeting was held which was 
addressed by Dr. R, G. Ginde, Hony. Surgeon, — 
Edward V Memorial Hospital, Parel, Bombay and Beac 
Candy Hospital and Nursing Home, Bombay on ‘Brain 
Tumour’, 

On 10-6-55, an ordinary meeting was held in which 
a demonstration of clinical cases by Captain M. A. 
Urumese and Dr. N. Vasudevan was given. 


On 19-7-55, an ordinary meeting was held in which 
abstracts from leading medical Journals of India and 
abroad and demonstration of clinical cases were read. 


On 16-8-55, an ordinary meeting was held in which 

2 articles of Drs. J. C. Patel and R. G. Ginde were read 
and clinical cases were demonstrated. 


On 7-9-55, a special meeting was held to give a most 
befitting welcome to our professional brethren from 
various provinces of India undergoing a special course 
at the pewly started Filaria Control Centre, Ernakulam. 
Dr, A, K. Krishnaswamy, Asst. Director spoke on 
‘Filariasis, Past, Present and Future’ and Dr. N. G. §S. 
Raghavan on ‘Filariasis’. 

. . 

On 19-9-55, an annual meeting was held in which 
Office bearers for 1955-56 were elected with Dr. S. S. 
Rao as president and Dr. B., D. Mallaya as secretary, 
Drs. A. P. Sebastian and P. V. George were elected 
joint secretaries. ° 


VI ALL HYDERABAD MEDICAL CONFERENCE 
(Under the auspices of the Indian Medical Association) 
The 6th All Hyderabad Medical Conference is taking place in Gulbarga on the 19th and 20th Nov., 


1955 


This conference will be a focal point for Physicians, Surgeons, Medical Officers, Health Administra- 


tors from all parts of this State. 


The reception committee has decided to bring out a Souvenir 


(Size 9" 5”) and arrange a Scientific Exhibition and a District Exhibition as well. 


The Scientific Exhibition will last for 2 days simultaneously with the District Exhibition. 
will be arranged just adjacent to the Pandal in the heart of the town. 
12’ x 10’ and the rates will be charged at I.G. Rs. 50/- per stall till the session lasts. 


Stalls 
The size of the stall will be 


XX U.P. STATE MEDICAL CONFERENCE, BAREILLY. 


The 20th U. P. State Medical Conference will be held at Bareilly on the 27th and 28th November, 
1955. Members of the profession are requested to write papers and read them in the Scientific Section 


of the Conference. 


Dr, G. S. Dhillon, Pul Qazi, Bara Bazar, Bareilly. 


Further information may be had from the Organising Secretary of the Conference, 


= 


X MADRAS STATE MEDICAL CONFERENCE, SALEM. 
The 10th Madras State Medical Conference will be held at Salem on 3-4 December, 1955. The 


delegates’ and visitors’ fee has been fixed at Rs. 
Committee has been formed. 
1th Madras State Medical Conference, Salem. 


15/-. 
Further information may be had from the 


The Executive Committee of the Reception 
Organising Secretary, 


‘ 
{ 
a 
* 
| 
: 


November 16, 1953 


and practice... 


there are many signs which suggest that 

effective measures must be taken to prevent 

or overcome a nutritional deficiency brought 

about by inadequate intake or absorption of the 

fat soluble vitamins A and D. , 

In theory, the administration of vitamins A and D will overcome and 
prevent any manifestations of deficiency, and in practice, it is advisable 
to ensure that the form in which the vitamins are administered is 
acceptable and palatable to the patient. “ 

Haliborange, in which Allenburys tasteless and odourless Halibut Liver 
Oil is combined with extra vitamins C and D and concentrated orange 
juice, is so palatable that the patient’s co-operation is readily obtained. 


Each teaspoonful of Hali contains 1,950 international units of vitamin A, 280 
international units of vitamin D, and 5 mg. of ascorbic acid (vitamin C). 


She nicest way of taking Qik 
HALIBORANGE 


ALLEN & HANB 


( (NCORPQRATED IN 
CALCUTTA 
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vwtrition NEO- | MOTHER ADULTS OEBILITY 
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Development CARE CHILDHOOD | AGED 
In 5 oz. bottles : 
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5 letters that spell 
the best in penicillin 


The name Glaxo has been linked inseparably with penicillin 
since the earliest days of its manufacture in Britain. 

From the first, Glaxo played a major role in developing 

this unique drug and in solving the many problems of its large- 
scale production. From this background of experience 
emanate the versatility and quality of penicillin preparations 
by Glaxo, 


PENICILLIN Glaxo 


pure crystalline sodium 
penicillin G—firse choice 

in penicillin therapy. Vials of 200,000 ; 
$00,000 and |,000,000 units. 


 ESTOPEN 


penicillin ester with unique 


affinity for the lungs and respiratory 


tract, Single-dose vials of 500,000 
unis penicillin. 


SECLOPEN 


dry powder fer aqueous injection— 


300,000 units procaine penicillin G and 


100,000 units sodium penicillin G 
per dose, Single-dose and 5-dose vials, 


@Laxo 
BOMBAY 


LABORATORIES 


CALCUTTA 


—CRYSTAPEN Oral Tablets 


200,900 units crystalline penicillin G 
per tabletc—for systemic therapy 
by mouth. Tubes of 10. 


CRYSTAPEN Ointment 


2,000 units crystalline penicillin 
G per gram—for superficial 
ted. 


oz. tubes. 


CRYSTAPEN 


High Potency Ointment 


25,000 units crystalline penicillin G per 
gram—for ophthalmic use and 

treatment of more resistant skin 
Infections, One crachm cubes, with ophthaimic 
nozzie. 


LAX 


MADRAS NEW DELHI 


tro. 
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SYRUP. * Acetyl-methionine 
SEO - METHIDIN Choline chloride 


Vitamin B,, 
Folic acid 
Total lipotropic therapy with anti- inositol 
anaemic principles and the most 
nutritive carbohydrate: Laevulose LAVULOSE 
(for the first time for oral therapy). Bottles of 4 and 8 ox, 


Each 2:5 ce. ampoule containing: 
d,!-Methionine od 500 mg, 
Choline chloride ees 50 mg. 
Protective and curative liver Inositol ose 100 mg. 
therapy for convenient intramuscu- VitaminB,  ... 6 meg. 
lar injection for children and adults Boxes of 5 and 50 ampouies. 


Ampoules 10 cc. ( 20% |-Methionine per ampoule ) 
The first injectable methionine preperation. 
Tablets (0°25 g. d, |-Methionine per tablet ) 


% Trade Mark Registered 


Churchgate 


J. 1. M. Advertiser 
3500 mg, 
20 meg, 
mg, 
a 
r 
in addition to the well-established?’ 
NEO-METHIDIN™ 
Reclamation, 
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Manufactured by 
CHEMISCHEFABRIK 
TEMPELHOF 
Preuss & Temmler 
BERLIN - TEMPELHOF 

(GERMANY ) 


Tussamag 


free from narcotics. 


for the the economical treatment of coughs of 
all kinds in 


Acute chronic and asthmatic bronchitis, 


Broncho-Pneumonia, 
Concomitant bronchitis In tuberculosis sufferers, 


Congestive bronchitis In cardiopathic patients, 
Pharyngitis, Laryngitis, 

Brochiectasis, whooping cough and 
Bronchial Asthma 


Gole Importers & Distributors for India 
PANNALAL BROS. 
44/45 EZRA STREET 
CALCUTTA-1. 


{| ANOTHER OF THE 
RAUWOLFIA ALKALOIDS 
SEPARATED BY US) 


NO SIDE EFFECTS EVEN ON 
PROLONGED ADMINISTRATION 


TABLETS FOR ORAL USE & 
AMPOULES FOR INJECTION 


GLUCONATE LIMITED 


115, PRINSEP STREET, CALCUTTA - 13 


Rai Dr. A. R. MAJUMDAR BAHADUR, Prof, of 
inieal Medicine. Med. Coll., Calcutta, and Dr. 
S. C. Chetterji, Prof. of Medicine, National Med. Inst. 
with six collaborators. A complete textbook of Medicine. 
Clinical and Systematic containing : (#) latest methods 
of case examination, clinical, instrumental and labora- 
tory, simple and specialised and (44) full consideration of 
iseases, system system with etiology, pathology, 


clinical picture, diagnosis, prognosis and modern treat- 
ment with prescriptions. 
the com authoritative, profusely 
extenswely read textbook concen- 


Ninth Bd 1426 + xii 624 and two multi- 
ition, demy + pages, diagrams 
Price Rupees Twenty three and annas eight only, postage extra. 


Scientific Publication Concern 
9, Wellington Square, Calcutta 13 


CALCIDOXON 
Gluconate with 


. 
10% 
nate 100 of 
One ampoule to be injected daily or alternate deys intramuscularly 
LIVAFOLB! 
(Liver Ext. cum Polic Acid Va 513) 
« «, Contains) 
Acid 


DRUGS LTD, 
221/2, Strand Bank Road, Calcutta-|. 


WON-TOXIC HYPNOTIC 
or | 
tolds 
t 
a BED-SIDE MEDICINE 
Indication: Acute ansemia, Macrocytis 
Bi2 incre! appetite were noted in the patients wed 
Dosage: Te be nieced intramuscularly 2 ¢.¢. daily os shemete 
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»othical 
pharmaceuticals 


PLEXAFER 
Complete iron haematinic 


PRODEXIN 
For controlled antacid action 


without alkalisation. 


BENAZMA 


wes 


in Indie: CALCUTTA 


Ferrous sulphate, copper carbonate, vitamin C 
and complete, natural vitamin B complex 


in one tablet. Provides all the factors 
essential for all kinds of iron deficiency. 


Tablets of aluminium glycinate for prolonged 
control of hyperacidity and peptic ulcer, 


Linctus Anti-Asthmatic (Bencard) 
An anti-tussive, sedative and anti-spasmodic 
linctus for the control of asthmatic symptoms— 


particularly nocturnal cough. 


Messrs. T. T. KRISHNAMACHARI & Co. 
We have pleasure 
in announcing that P.O. Box No. 200 P.O. Box No. 1008 
we have appointed MADRAS BOMBAY 
os our sole agents P.O. Box No. 884 P.O. Box No. 162 


Cc. L. BENCARD LTD. 


PARK ROYAL, LONDON, N.W.10 
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The. Well-Balanced Vitamin Tonic 
land Heaith Restorer with 
The Pieasant Taste 


@ PHOSVITANON contains vegetable ingredients along with the essential 
blood-forming. metals and optimum quantities of Vitamin By. 


@ PHOSVITANON stimulates the metabolism, yet acts as a damper in case 
of excessive excitability, It gives overall health and strength to the system, 


Factory Representatives : 


GERMAN. REMEDIES & TRADING CO., LTD. 


Pi P. O. Box No. 1945, Bombay-1. 
-_CHEMIEWERK HOMBURG A.G.-Frankfurt (M), Germany 


A RUN-DOWN 
PATIENT? 


he’s time he had— 


LIVOGEN 
with 


VITAMIN B COMPLEX and VITAMIN 68, 


Livogen contains in each fluid ounce the natural vitamin B 
complex derived from 402. of fresh liver, and 2 oz. of 
fresh yeast, together with added vitamin B, nicotinic acid, 
and 25 micrograms of vitamin By. 


Livogen is the rational tonic for all cases of debility, 
lassitude and nervous depréssion. It contains the essential 
metabolic ‘activators’ which create a lively interest in food, 
and restore natural vitality. 


DRUG HOUSES (INDIA) LTD 
P.O. Box 1341, BOMBAY 


et: Calcutta Octhi -~ Madras 
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brand of prednisolone 


notable freedom 
from side effects 
new and. 
dramatic achievement in systemic, | 
antirheumatic, . antiallergic, antiphlogistic therapy 


Largesk Producer of Anlibiolies NEW YORK PANAMA - BRUSSELS 4 


Exclusive Distributors in india: 
RAVISON PHARMACEUTICALS LTD. 
* Trademark of Chas. Pfiser & Co. Ine. P. ©, BOX NO, 1636, BOMBAY |, “Grams: “RAVIPHARM 


HO On 
bd 
| 
Therapy 
evperior 
PFIZER EASTERN CORPORATION! 
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Latest Treatment 
for HYPOCHROMIC 


JUDICIOUSLY COMBINED IN 


‘COBAFERON’ 
A PRODUCT OF Cipla BOMBAT-8. 


402.81 8. LITERATURE & SAMPLE SENT ON REQUEST 


“Cipla Sales Depot™ 
P-33, Ganesh Ch. Avenue, Calcutta-12 
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A standardised combination 
of all essential water-soluble 
and fat-soluble vitamins. 


A balanced and standardised 
preparation of vitamins A, D and E, 
with Calcium Lactophosphate. 


Products of : TEDDINGTON CHEMICAL FACTORY LTD., Bombay 
Sole Distributors: W. T. SUREN & CO. LTD., P. O. Box 229, Bombay 1 


— 


FOR INFECTIONS OF 
THE UPPER RESPIRATORY TRACT. 


. Useful in the treatment of: 

COMMON COLD VSinusitis 
STONSILLITIS VWOTORRHOEA 
VOTHER SEPTIC CONDITIONS 


Descriptive literature on request, 


won THE HIMALAYA DRUG GO, oF SERPINA 


251, HORNBY ROAD, BOMBAY |. (INDIA) 


Distributors for West Bengal and Assam ; M/S. DEY’S MEDICAL STORES LTD., 6/2 B, Lindsay Street, Calcatta-16, 
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The simple - application of 


‘Algipan’ provides immediate 
relief from muscular pain of 
rheumatic origin. ‘Algipan’ 
combines the activity of hista- 
mine as a vasodilator, with the 
‘spasmolytic. action’ of methyl 
nicotinate. Presented in a non- 
staining, vanishing’ cream base, 
“Algipan’ is non-irritant and 


AL GI ‘extremely’ well tolerated on 
local application. 


/BALM : * Trade Mark 


Tubes of 40 Gm. 


JOHN WYETH & BROTHER LTD. 
Magnet House, Dougal! Road, Bombay |. 


Distributors : GEOFFREY MANNERS & CO. LTD., Bombay - Calcutta - Madras - New Delhi 
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JUST OUT JUST OUT 


REFRESHER COURSE 


FOR 


PRACTITIONERS 


VOLUME 


Published by the 


Journal of the Indian Medical Association 


Price Rs. 8/- only 


Members of the I.M.A. and subscribers to the J.1.M.A. may have 
their copies at a concession rate of Rs. 7/- only. Members should 
give their address and mention the Branch of the L.M.A. they 
belong to. Subscribers should quote their subscriber number. 


Available only from booksellers or directly from the 


STOCKISTS 
U. N. DHUR & SONS, LTD., 


15, BANKIM CHATTERJEE STREET, CALCUTTA-12 


-- 


YOUR HEALTH 


An Illustrated Magazine Devoted to Health Education 
PUBLISHED MONTHLY 
BY THE INDIAN MEDICAL ASSOCIATION 


Doctors, please subscribe one copy for your family or waiting patients’ room. 
Also request your patients to subscribe. 


HONY. SECRETARY, YOUR HEALTH 
23. SAMAVAYA MANSIONS, CORPORATION PLace, CALCUTTA 13. 


Printed by Sri Tarant Kanta Basu at Sat Gouranca Press Lrp., 5, Chintamani Das Lane, Calcutta 


= published by him on 


behalf of the Inptan Mepica, Association from 23, Samavaya Mansions, Corporation Place, Caleutta-1 


Editor—Da. P. K. Guia, M.R.C.S, (ENG.), 0.0.M.8. (LOND.) 
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APPEAL 
For The 


“BUILDING FUND” 


Of the Central Office of the Indian Medical Association 
at New Delhi 


Attempts have been made for years past to secure a suitable plot of 
land in New Delhi for the construction of a building of the Central Office 
of the Indian Medical Association, and appeals were made in 1951 and 
subsequently to all the members of the Association to contribute generously 
to this Fund. 


I am happy to announce that the Government of India has finally decided 
to allot us a plot of land measuring 0.5, acre at a concession price of Rs. 18,000/-/- 
plus 5 per cent ground rent. The building will have to be completed within 
a period of two years and will have to conform in size and pattern to neigh- 
bouring buildings. 

You will recall that the Working Committee and the Central Council 
decided in 1950 that every member of the Association should pay a minimum 
donation of Rs. 50/- in one or more instalments; those who are better off 


are expected to pay much more. 


It is proposed to have, apart from rooms necessary for the Central Office, 
a spacious library, one or more meeting rooms, a good sized auditorium, a 


decent lounge and a refectory. It is also proposed to have a few rooms for 
the use of members visiting Delhi for short stays either on Association work 
or otherwise. The total estimated expenditure will come up to Rs. 8 lacs. 
So far, we have received donations above Rs. 17,000/-, some members having 
donated Rs. 1,001 /- each. 

In view of the urgency of the situation, may I request every member and 
every Branch Secretary to kindly take active steps in the matter and send 
contributions either direct to the Central Office or through Branch Secretaries? 


AW 


New Dent, President, 
November, 1955 Indian Medical Association. 
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